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Abstract 
 
The research seeks to identify the location, mode of therapeutic intervention and the 
type of clinician most effective in meeting the treatment needs of individuals 
diagnosed with Borderline Personality Disorder. It is anticipated that the research will 
offer a platform to inform further research to work towards evidence based 
approaches for the therapeutic management of Borderline Personality Disorder. 
The research adopts a three-phase approach identifying the location, mode of 
therapeutic intervention and type of clinician effective in meeting the treatment needs 
of individuals with BPD. The first phase is the establishment of a stakeholder 
advisory group comprising 6 to 12 participants. The second phase involved running 
focus groups comprising mental health professionals and consumer consultants. The 
third phase was an online survey of mental health professionals with expertise in 
working with people diagnosed with BPD. 
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PREFACE 
I am a qualified mental health nurse, psychotherapist, educator and clinical 
supervisor who started a professional career in the mental health sector in 1994 
working as psychiatric services officer whilst completing a Bachelor of Nursing at 
university.  My current professional roles include Executive Director at the Centre for 
Mental Health Education, owner of the Essentia Health & Wellbeing Centres, 
accreditation as a Somatic Trauma Therapy & Dialectical Behaviour Therapy 
educator and one of only three supervisors to accredit somatic trauma therapists 
internationally with treatment developer Babette Rothschild. However, my experience 
with borderline personality disorder began well before the commencement of a 
rewarding career in the mental health sector. 
I grew up with a close family member who experienced significant trauma as a 
child, felt abandoned by her mother and met most, if not all, of the criteria for the 
diagnosis of borderline personality disorder. Until recently I had not thought about my 
family member meeting the criteria for any mental health concern including 
borderline personality disorder. This realisation only came about recently while my 
family member and I were having lunch in a café discussing my PhD. During lunch 
she paused and asked, “Do I have a diagnosis of borderline personality disorder?” To 
her question I immediately responded that I was “unsure” and that “I haven’t thought 
about it”. I then asked her if she was living a life that she enjoyed and if she felt safe 
and secure in her twenty plus year relationship with her husband. To this she replied, 
“Yes I love my husband and have a great life” and I replied, “That’s what matters”. 
My family member’s brave question came at a time when I was writing this thesis and 
had me thinking further where my interest in working with individuals with a 
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diagnosis of borderline personality disorder, and developing health professionals to do 
the same, came from? 
In hindsight, and having contemplated my family member’s question further, I 
am now more aware that my interest in the treatment of individuals with borderline 
personality disorder features comes from having lived with a family member who 
displayed a range of features of the diagnosis borderline personality disorder. Whilst 
we had a lot of love in our family, and I don’t consider my childhood traumatic, I can 
recall many instances where my family member outwardly displayed intense anger, 
impulsivity, emotional instability, self-harming behaviour and patterns of unstable 
intense interpersonal relationships. She also felt abandoned by her mother and had a 
significant amount of anger towards her for many years. I do recall a time when her 
anger was validated and this slowly changed, but the pain remained for many years. 
Before this recent epiphany I had believed my first contact with an individual 
diagnosed with borderline personality disorder had occurred in 1991 when I was 
employed as a clinical assistant in a major metropolitan emergency department. The 
emergency department was a busy and chaotic work environment and still is. I 
remember clearly the stigma, disdain and confusion when an individual arrived with a 
mental health presentation. This was even more pronounced when a young female 
would attend following ‘self-mutilating’ behaviour or an “attempted overdose” as it 
was commonly referred to. One afternoon I recall one of the emergency department 
nurses being brought in from the nurses’ residence by a colleague with both wrists 
bleeding. She had cut her wrists with a knife. Staff seemed not too fussed by her 
presence stating “she has done it done it plenty of times just patch her up and take 
her…” to the Psychiatric Unit. I recall being shocked and confused. My knowledge of 
mental illness was negligible at the time and my colleague’s diagnosis of ‘PD’ was 
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something I hadn’t known. My curiosity meant I headed to the library for further 
investigation and this was when I first introduced to the formal diagnosis of 
borderline personality disorder.  
Another professionally significant introduction to the needs of individuals 
diagnosed with borderline personality disorder was when I was employed as a mental 
health nurse on a crisis assessment team in 1999. A female, a little older than I, had 
been admitted to our inpatient unit some six to eight times in a short period of time for 
a range of mental health diagnoses that included schizophrenia, bipolar, anxiety, 
depression and acute stress reaction. She had also presented to the emergency 
department for a range of presentations including ‘pseudo overdose’, ‘overdose’, 
‘cutting’ and ‘suicidal ideation’. I recall being in the office of the consultant 
psychiatrist one afternoon reviewing our caseload and the before mentioned client 
was raised for review. The psychiatrist had proclaimed that a prolonged admission 
would be the best course of treatment for this client who was deemed a high risk of 
suicide and ‘a concern to her family’. I advised the psychiatrist that I did not believe 
admission was warranted and felt that we needed to work more intensively with the 
client rather than admit her to the inpatient unit again. To this the psychiatrist asked, 
“Well Dr. King what do you think is this young lady’s problem?” I replied, “She 
obviously has borderline personality disorder”. I recall this interaction word by word 
as if it had happened yesterday. I am guessing the psychiatrist was not too impressed 
by my off-handed assessment. The psychiatrist proceeded to stand up, took a book 
from his bookshelf and literally threw the book at me. “She’s yours now smartass,” he 
proclaimed. “Do this therapy and I will speak to you monthly about your progress and 
your manager will supervise you weekly and report to me. You will see her twice a 
week and all the details are in the book.” I remember these words verbatim and I was 
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more than determined to support my client to the best of my ability. The book was 
Marsha Linehan’s Skills Training Manual for Treating Borderline Personality 
Disorder (1993). I had never heard of dialectical behaviour therapy and the book 
described step by step how to apply this approach to individuals diagnosed with 
borderline personality disorder.  
After two weeks of initial planning and discussion with my client, we spent 
the proceeding twenty-four weeks following the step-by-step teaching of four sets of 
skills outlined in Linehan (1993). One session a week was spent teaching skills and 
the other following the script for individual therapy. I am delighted to report that the 
process was a resounding success and my client has since achieved functional 
recovery and had not returned to the public mental health services in the seven years I 
remained employed in the before mentioned service. My client had no further 
admissions, was functioning at higher levels according to her Health of the Nation 
Outcomes Scale (HONOS) scores (a clinician rated measure used in the Area (Public) 
Mental Health Services used to measure the health and social functioning of people 
using services) and was able to maintain less chaotic relationships. The improvements 
seen in my client motivated me to do some informal research and access specialist 
training with the treatment developer Marsha Linehan in the USA. 
Marsha Linehan’s approach had resonated with me in such a way that I simply 
picked up the phone and boldly called her at the University of Washington to see if 
she had scheduled training in Australia. To my surprise Marsha answered the phone. 
We engaged in a 20-minute discussion about my client’s success using her approach 
and my motivation to develop my practice in Dialectical Behaviour Therapy. I recall 
the conversation concluding with Marsha off handily, and I assume somewhat 
jokingly, suggesting that I sponsor her “senior trainers” to come out to Australia and 
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educate mental health professionals. I agreed instantly and Marsha took my details to 
provide to her business relations manager to arrange a formal business relationship 
with her training and development company Behavioral Tech LLC. As a result of my 
first phone call with Marsha, I formed a company and partnered with Behavioral Tech 
LLC delivering twelve workshops to over 1,000 mental health professionals in 
Australia between 2002 and 2008. During that time I also completed training 
Intensive and Foundation training in Dialectical Behaviour Therapy and was 
mentored in the treatment of individuals with borderline personality disorder by 
Marsha Linehan’s senior faculty included prominent authors and researchers Cedar 
Coons, Dr. Robin McCann, and Dr. Jennifer Sayrs. 
An interest in borderline personality disorder that may well have indirectly 
originated from my family experience, expanded through a curiosity around human 
behaviour in relation to mental illness. This interest was reinforced through the 
frustration of the stigma around the diagnosis of borderline personality disorder. With 
that being said, it was my professional development through Marsha Linehan’s 
training company, along with the struggles of families and individuals with a 
diagnosis of borderline personality disorder, that has motivated me the most to 
undertake this study addressing three questions: 
1. What skills, knowledge and attributes aide the effective delivery of therapeutic 
interventions when working with individuals diagnosed with borderline 
personality disorder? 
2. What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder?  
3. Where are services for individuals diagnosed with borderline personality 
disorder best located? 
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CHAPTER 1 
INTRODUCTION TO THE STUDY 
1. Introduction to Borderline Personality Disorder 
This chapter opens with an introduction to the diagnosis of borderline 
personality disorder (BPD) and includes what BPD is considered to be in terms of 
diagnosis together with the symptoms an individual with a diagnosis of BPD may 
experience. This is followed by background information relating to the origins of this 
diagnosis and contemporary diagnostic techniques and requirements as identified in 
the two main diagnostic manuals used in Australian mental health services today: the 
Diagnostic and Statistical Manual of Psychiatry by the American Psychiatric 
Association (DSM-5); and the International Classification of Diseases (ICD10AM) by 
the World Health Organisation. The reported incidence of BPD, both globally and 
within Australia, is looked at. This is followed by consideration of precipitating 
factors, invalidating environments, trauma, social factors, and theories related to 
borderline personality disorder. Subsequently there is an introduction to the structure 
of the thesis including the research methodology, research findings, discussion and 
conclusions and recommendations. 
The purpose of this chapter is to review literature regarding borderline 
personality disorder (BPD). To begin with, BPD will be introduced with an overview 
of symptoms. Following this, background information related to borderline 
personality disorder and its origins will be presented. These discussions will lead to a 
presentation of diagnosis techniques and the necessary requirements through both the 
DSM-5 and ICD10AM. Information regarding precipitating factors, invalidating 
environments, trauma, social factors, and theories related to borderline personality 
disorder is also included. 
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1.1. Borderline Personality Disorder Definition 
Borderline personality disorder can be defined as a mental health disorder 
impacting the feelings and thoughts of an individual and the ways in which the 
individual perceives others. Commonly, an individual with a diagnosis of borderline 
personality disorder, exhibits a range of intensity in thoughts, feelings and resultant 
behaviours which can cause overwhelming distress which impacts on an individual’s 
capacity to function in everyday life (Biskin, 2015). Borderline personality disorder is 
seen as a complex psychiatric condition with several key characteristics including: (1) 
unstable mood changes that typically shift at different times; (2) impulsive 
behaviours; and (3) self-harm (commonly physical) or suicidal behaviours. More 
often these characteristics cause significant distress to the individual, occur during 
stressful situations and exceed what is considered to be normative type behaviour 
(Pearson et al., 2017). In addition, individuals diagnosed with borderline personality 
disorder typically have relationships that are characterized by chaos and instability. It 
is believed that the instability is caused by behaviours resulting from feelings of 
abandonment and rejection that may be either real or imagined (Chanen, 
McCutcheon, Jovev, Jackson, & McGorry, 2007). Overall, individuals diagnosed with 
borderline personality disorder commonly have a pattern of instability, not only in 
mood fluctuations, but also in interpersonal relationships. Research points towards 
borderline personality disorder being the most prevalent personality disorder (Aviram, 
Brodsky, & Stanley, 2006; Chanen, McCutcheon, Jovev, Jackson, & McGorry, 2007) 
and can last for the individual’s entire lifetime (Ogden & Prokott, 2014). However, in 
some cases symptoms become less severe and in other cases functional recovery 
occurs. Borderline personality disorder symptoms are numerous however overall 
symptoms revolve around feelings of self-worth and value, relations to others, and 
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behaviours (Paris, 2010b; Zimmerman, Chelminski, & Young, 2008). The most 
common features of borderline personality disorder include: (1) fear of abandonment 
causing the individual to resort to extreme measures to avoid abandonment or 
rejection; (2) a consistent pattern of intense yet unstable relationships where the 
individual’s partner is at first idolized and then believed to be cruel; (3) changes in 
self-identity and self-image commonly including goal and value changes;  (4) 
incidences of stress-related paranoia and a lack of contact with reality which can last 
anywhere from a few minutes to a few hours; (5) incidences of impulsive and/or risky 
behaviour, which may result in emotional, physical, or mental harm; (6) incidences of 
suicidal and/or self-harm threats and/or behaviour; (7) intense mood swings which 
can range from happiness, irritability, shame, and/or anxiety and can last for a few 
hours or a few days; (8) continuous feelings of emptiness; and (9) incidences of 
inappropriate and intense anger (Sajadi, Arshadi, Zargar, Mehrabizade Honarmand, & 
Haijari, 2015; Skodol et al., 2002). Given the before mentioned features, individuals 
diagnosed with borderline personality disorder are commonly thought to be overly 
sensitive (Zimmerman, Rothschild, & Chelminski, 2005). 
Borderline personality disorder is believed to require sustained treatment for 
recovery (Livesley, Schroeder, Jackson, & Jang, 1994; Trull, Useda, Conforti, & 
Doan, 1997). Yet borderline personality disorder did not appear in the DSM manual 
until its third edition in 1980. During this time, the term “borderline” was used to 
refer to individuals displaying behaviours that could be classified somewhere between 
neurosis and psychosis. As time has passed, the definition of the term “borderline” 
has changed to reflect a series of symptoms found in unstable personality structures 
with the potential to negatively impact an individual’s life. The impact on an 
individual’s life may include employment (such as loss or frequent change), education 
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(such as poor completion levels), legal (due to conflicts and displays of anger), 
relationship (such as marriage and/or divorce), self-harm (such as cutting, burning and 
overdoes), abuse (such as being in abusive relationships), medical issues (such as 
unplanned pregnancies, physical altercations, and/or sexually transmitted diseases 
(from unsafe actions) and, most significantly, suicide (Gunderson et al., 2011). 
1.2. Borderline Personality Disorder Diagnosis Classification 
The diagnosis of Borderline Personality Disorder (BPD) is classified in 
Australia using the criteria of the American Psychiatric Association’s (APA) 
Diagnostic and Statistical Manual of Mental Disorders, 5th edition, (DSM-5) and/or 
the World Health Organization’s International statistical classification of diseases and 
related health problems, 10th revision, Australian modification (ICD-10-AM). 
Australian courts and private practitioners more readily refer to the DSM-5 (301.83) 
whilst government funding is based on ICD-10-AM (F60.3). The majority of 
international research, including research mentioned in this chapter, is based on the 
DSM-5 classification of BPD (American Psychiatric Association [APA], 2010). 
Although similar, there are differences between these DSM-5 and ICD-10 
diagnoses. Significantly, the ICD-10 and DSM-5 are considered the same and 
applicable in a court of Australian law. The most important distinctions between them 
are: (1) the ICD-10-AM was produced by a global agency, with an Australian 
modification whereas the DSM-5 was produced by a national agency in the United 
States of America; (2) the ICD-10 focuses on reducing disease burdens related to 
mental disorders, whereas the DSM-5 focuses on the mental illness aspect of 
classifications for psychiatrists; (3) the ICD-10 is approved by World Health 
Organisation (WHO) member countries, whereas the DSM-5 is approved by the APA; 
and (4) the ICD-10 is distributed broadly and with minimal costs, whereas the DSM-5 
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accounts for a significant amount of the revenue for the APA ( 2009). Although there 
is little justification for maintaining both the DSM-5 and ICD-10, it is noted that the 
DSM-5 has a significant amount of additional information, which is not included in 
the ICD-10 (APA, 2009). 
Commonly, borderline personality disorder symptoms manifest during 
adolescence or young adulthood (Guzder, Paris, Zelkowitz, & Feldman, 1999). 
However for many service providers, the diagnosis of borderline personality disorder 
is not typically given until the individual is an adult (Aguirre, 2012). 
The diagnostic criteria for borderline personality disorder under DSM-5 
include essential features such as personality impairments in context of self and 
interpersonal relationships, as well as pathological personality traits (DSM-5 
(301.83)). The specific criteria for borderline personality disorder diagnosis under 
DSM-5 include self-functioning impairments through identity and/or self-direction 
and interpersonal functioning impairments through empathy and/or intimacy (Brown, 
2001; Chanen et al., 2007). Borderline personality disorder diagnosis under DSM-5 
includes the pathological personality trait of negative affectivity, commonly 
characterised through emotional lability, anxiousness, separation insecurity, and 
depression (DSM-5 (301.83)). Additionally, borderline personality disorder diagnosis 
under DSM-5 includes the pathological personality trait of disinhibition, commonly 
characterized by impulsivity and risk taking (Guzder et al., 1999). Finally, borderline 
personality disorder diagnosis under DSM-5 includes the pathological personality trait 
of antagonism, commonly characterized by hostility (Kalapatapu, Patil, & Goodman, 
2010). It is shown that these impairments are stable and consistent across time and 
situations (Epstein, 2008; Nehls, 1999). However, the DSM-5 diagnosis of borderline 
personality disorder recognizes that these impairments affect personality functioning 
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and personality trait expression (DSM-5 (301.83)). As a result, these impairments are 
not normative to the individual’s current developmental stage or socio-cultural 
environment. This also means that personality functioning and trait expression 
impairments are not caused (or only caused) by substance abuse or general medical 
conditions (Sarkis, 2011; Westerman, 2004). 
Under ICD-10, borderline personality disorder is classified as F60.31 – 
emotionally unstable personality disorder/borderline type (World Health Organization 
[WHO], 2015). Within ICD-10, a specific personality disorder (such as borderline 
personality disorder) is characterized through the characterological constitution and is 
considered to constitute a severe disturbance. This also includes the individual’s 
behavioural tendencies and typically involves several personality areas (WHO, 2015). 
Thus, borderline personality disorder is characterised through behavioural tendencies 
that cause a significant amount of personal and social disruption (WHO, 2015). 
Generally, under the ICD-10, diagnosis of borderline personality disorder can only 
occur if the symptoms are not caused by brain damage or disease (including general 
medical diseases). ICD-10 identifies that a borderline personality disorder diagnosis 
requires that an individual acts impulsively and does not consider the potential 
consequences of their impulsivity. Further, an individual may be afflicted with 
affective instability, as well as unclear and/or disturbed beliefs, especially those 
related to personal image, personal aims/goals, and internal preferences (such as 
beliefs) (WHO, 2015). 
1.3. Borderline personality incidences 
The prevalence of borderline personality disorder as a diagnosis varies in 
epidemiological research. For a range of reasons that include medication prescription 
protocols, episodic care models such as Australia’s Medicare system and stigma 
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(explored in chapter 5), the prevalence of borderline personality disorder can be under 
reported. Due to the before mentioned inconsistencies, epidemiological research 
offers conflicting estimates with some research suggesting borderline personality 
disorder affects as much as 5.9% of the population (Grant et al., 2008) and others 
suggesting that borderline personality disorder affects as little as one percent of the 
population (Ogden & Prokott, 2014). However, within Australia, borderline 
personality disorder prevalence is estimated to be approximately one percent 
(Australian Government, 2011).  
The highest prevalence of borderline personality disorder traits can be found 
within adolescents and young adults (Cohen, Crawford, Johnson, & Kasen, 2005; 
Jackson & Burgess, 2000). The National Health and Medical Research Council 
(Australian Government, 2011) documented a prevalence of up to 14% of adolescents 
internationally and 3.5% of Australians aged 24-25 years meet the criteria for the 
diagnosis of borderline personality disorder. Grant et al. (2009) identify, in the Wave 
2 National Epidemiologic Survey, that the prevalence of BPD does not differ by sex. 
Grant et al. (2009) argue that their findings are consistent with ‘most epidemiologic 
surveys’. However, they concede clinical studies such as Widiger (1998, in Grant et 
al., 2009) report a higher incidence with as many as three times as many females 
receiving a diagnosis of BPD when compared to males. Incidence of individuals 
identifying as ‘other’ are not recorded in the findings of Grant et al. (2009) nor 
referred studies.      
Individuals with a diagnosis of borderline personality disorder (BPD) are well 
represented in the mental health service populations. It has been estimated that up to 
23% of outpatients in psychiatric services, and up to 43% of inpatients in psychiatric 
services, have BPD (Australian Government, 2011). In primary care settings 
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individuals with a diagnosis of borderline personality disorder represent 
approximately six percent of all attendees (Dubovsky & Kiefer, 2014). Dubovsky and 
Kiefer (2014) also highlight a prevalence of BPD in certain populations, including an 
estimated 18% in chronic pain patients and 26% in primary care patients with 
depression.  
1.4. Borderline Personality Disorder Precipitating Factors 
Factors that increase the likelihood of borderline personality disorder include 
childhood abuse and/or neglect (Zanarini, 2000). However there are other potential 
causes as well. For instance, some researchers believe that genetics influence the 
incidence of borderline personality disorder, suggesting that personality disorders can 
be inherited from parents (Lieb, Zanarini, Schmahl, Linehan & Bohus, 2004). At the 
same time, these same researchers suggest that borderline personality disorder can be 
associated with other mental health issues that are prevalent in family members. Other 
researchers believe that brain abnormalities influence the incidence of borderline 
personality disorder, suggesting that there may be brain changes that affect emotional 
regulation, impulsivity, and aggression (Skodol et al., 2002). Furthermore, it is 
believed that there are influences to borderline personality disorder related to certain 
brain chemicals, such as serotonin, that affect moods and may not be functioning 
correctly in individuals with borderline personality disorder (Fromene & Guerin, 
2014). There are different risk factors associated with borderline personality disorder 
(Fromene, Guerin, & Krieg, 2014). For example, risk factors are caused by hereditary 
predisposition, a stressful childhood, and/or personality (Siever & Koenigsberg, 2000; 
Zanarini, 1997, 2000). 
There are both legitimate and predetermined factors that precipitate the 
likelihood of borderline personality disorder occurrence. For example, individuals 
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with certain mood disorders (anxiety or depression) may have greater incidences of 
borderline personality disorder traits (Crowell, Beauchaine, & Linehan, 2009). The 
National Institute of Mental Health (NIMH), in the United States of America, found 
that up to 85 percent of individuals diagnosed with borderline personality disorder 
also meet the criteria for other mental illnesses (anxiety, depression, substance abuse) 
or other personality disorders (antisocial personality disorder, histrionic personality 
disorder, narcissistic personality disorder) (Koerner & Linehan, 2000). Significantly, 
research also shows that those diagnosed with borderline personality disorder can, in 
stressful states, be classified as having paranoid schizophrenia (Linehan, Armstrong, 
Suarez, Allmon, & Heard, 1991; Linehan, 1993; Ogden & Prokott, 2014). Other 
researchers confirm that although women are diagnosed at higher rates with 
borderline personality disorder than men are, there are underlying causes to these 
increased diagnoses such as coexisting psychiatric conditions. This allows researchers 
to argue that borderline personality disorder prevalence is equal between the genders 
(Crowell, Beauchaine & Linehan, 2009; Distel et al., 2010).  
According to the diathesis-stress model, the combination of stress and a 
genetic vulnerability may increase the development of mental illness generally and in 
this instance, borderline personality disorder development opportunities and 
likelihoods (Koerner & Linehan, 2000; Ogden & Prokott, 2014). This is because the 
underlying personality traits can be inherited from parents (Linehan et al., 1999, 
1991). Thus, the diathesis-stress model shows that certain personality traits 
(impulsivity and emotional instability) coupled with ineffective stress management 
techniques can increase incidences of borderline personality disorder (Linehan, 1993). 
This information leads to the implication that borderline personality disorder is 
genetic (Crowell, Beauchaine, & Linehan, 2009; Distel et al., 2010). Predisposing 
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biological factors include irregular levels of serotonin, a neurotransmitter commonly 
linked to depression, and have been linked to borderline personality disorder 
incidences (Koerner & Linehan, 2000; Lieb, Zanarini, Schmahl, Linehan, & Bohus, 
2004; Ogden & Prokott, 2014). In other cases, researchers have found that the limbic 
system within the brain, commonly related to emotional response regulation, may 
impact the likelihood of borderline personality disorder development (Crowell et al., 
2009; Distel et al., 2010; Koerner & Linehan, 2000). Other significant possible causes 
of BPD include abuse (sexual, verbal, and emotional), separation/early loss of 
parent(s), and/or family chaos, particularly when during early childhood and the 
adolescence years (Lieb et al., 2004; Ogden & Prokott, 2014) 
1.5. Borderline Personality Disorder Invalidating Environment 
A common concept used in psychology is ‘invalidation’ coined by Marsha 
Linehan (1993) and used throughout dialectical behaviour therapy. Invalidation 
encompasses more than disagreeing with another person’s point of view. In terms of 
psychology, invalidation refers to communications by the attacker(s) that render the 
target’s feelings, opinions, and emotions as being invalid (i.e. irrational, selfish, right 
and/or wrong) (Allen, 2013; Crowe, 2004). When invalidation occurs, the invalidator 
communicates to the target that his/her emotions, viewpoints, and/or feelings have no 
impact and/or have no bearing. In some cases, invalidation worsens to physical, 
verbal, or emotional abuse, and in rare cases murder. Predominantly in BPD, 
invalidation occurs in the form of verbal manipulations. These verbal manipulations 
are used to invalidate the victim subtly and in a confusing manner (Gunderson, 2006; 
Skodol et al., 2002). 
An invalidating environment does not mean that someone is abused and/or 
neglected. Invalidation commonly occurs through a blatant disregard of an 
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individual’s feelings (such as ignoring, ridiculing, denying, and/or judging) 
(Gunderson, 2006; Koerner & Linehan, 2000). Furthermore, the invalidator 
commonly emphasizes that the individual’s feelings are wrong without attempting to 
understand these feelings (Fromene & Guerin, 2014; Krieg, 2009). Those who grew 
up and lived in these invalidating environments eventually believe they do not matter 
as individuals, much less that their beliefs, thoughts, feelings, and/or actions matter to 
the invalidator. This significantly impacts a person with BPD’s abilities to recognize, 
label, and trust their emotions and can lead to substance abuse or self-harm in efforts 
to remain in control (Linehan et al., 2015; Lieb et al., 2004; Linehan et al., 1999; 
Linehan, Armstrong, Suarez, Allmon, & Heard, 1991). Thus, borderline personality 
disorder is commonly characterized as the inability to regulate emotion and/or 
emotional sensitivity triggered through living in an invalidating environment (Crowell 
et al., 2009; Distel et al., 2010). 
1.6. Borderline Personality Disorder and Trauma and Social Factors 
Through numerous studies it is evident that there are many disorders, 
including borderline personality disorder, caused by precipitating factors such as early 
traumatic events and that they are instilled in the individual’s personality organization 
(Baird, 2008; Van der Kolk, 1987, 1988). This has led to correlations between 
borderline personality disorder, degree of psychopathology and childhood trauma 
severity (Perry, Herman, Van der Kolk, & Hoke, 1990; Schore, 1994). 
In fact there are striking similarities between the clinical descriptions of borderline 
personality disorder and post-traumatic stress disorder (PTSD) (Clarkin, Hull, & Hurt, 
1993). This is especially true when psychiatrists and/or psychologists find a history of 
repeated trauma over a course of time within the individual (Baird, 2008; Clarkin, 
Hull, & Hurt 1993). It is noted that there are common overlaps, such as affect 
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regulation disturbances, which includes symptoms and/or traits such as increased 
aggression, increased startle response, hypervigilance, increased incidences of 
depression and dysphoria, lack of impulse control (such as increased risk-taking), 
self-harm (including self-mutilation and substance/alcohol abuse/dependency), 
disassociation, paranoia, ideation and intrusive memories (Perry, Herman, Van der 
Kolk, & Hoke, 1990; Schore, 1994). 
Yet there is one significant and impactful difference in the descriptive 
characteristics between borderline personality disorder and PTSD in that borderline 
personality disorder requires no trauma in the history of the person (Baird, 2008; 
Clarkin et al., 1993). Until recently, there was no recognition within the psychological 
industry regarding links between childhood trauma and borderline personality 
disorder (Baird, 2008; Clarkin et al., 1993). This link developed through awareness of 
those working with people diagnosed with borderline personality disorder (Perry et 
al., 1990; Schore, 1994). It was found that the scenario of childhood abuse situations 
will be re-enacted repeatedly until the victim is able to clarify and validate the 
feelings of injustice and fears of retribution (Van der Kolk, 1987, 1988). Furthermore, 
one study found that 81% of those diagnosed with borderline personality disorder 
presented with major childhood trauma (Baird, 2008). In fact, 71% and 68% of 
individuals experienced significant physical and sexual abuse respectively (Goodwin, 
Cheeves, & Connel, 1990). At the same time, it was found that 62% of individuals 
with BPD witnessed domestic violence between their parents (or guardians/other 
family members) (Nickell, Waudby, & Trull, 2002). 
 This confirmed an undeniable link existing between childhood sexual abuse 
and borderline personality disorder development (Baird, 2008). Since many abuse 
survivors with borderline personality disorder do not meet post-traumatic stress 
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disorder criteria, it is postulated that borderline personality disorder may be likened to 
a complicated post-traumatic syndrome (Herman, 1997; Perry et al., 1990). Therefore, 
it is necessary to allow for validation and integration of the trauma in order to achieve 
successful treatment (Van der Kolk, 1987, 1988). As such, some researchers argue 
borderline personality disorder occurs as a result of chronic terror during childhood, 
specifically during the early developmental period (Burns & Martin, 2014; Goodwin, 
Cheeves, & Connel, 1990; Herman, 1997). As a result, it is expected that childhood 
terror is imposed on adult situations, providing a key factor in the development of 
borderline personality disorder (Nickell, Wauby, & Trull, 2002; Perry et al., 1990). 
Therefore the pathology related to borderline personality disorder is considered a 
failure in the early development period that allows for the ability of children to self-
soothe, an activity commonly associated with evocative memories (Baird, 2008; Perry 
et al., 1990). 
Self-soothing capacities refer to memories that are comforting and that occurred with 
caregivers (Baird, 2008; Burns & Martin, 2014). It has become evident as research 
continues regarding the impact of trauma on borderline personality disorder that 
childhood trauma is a significant preceptor in the development of borderline 
personality disorder and affects treatment (Goodwin et al., 1990; Herman, 1997). 
Some conclusions have been drawn suggesting that if the childhood trauma is not 
addressed during psychotherapy, the trauma will continue to be re-enacted by the 
person (Nickell et al., 2002; Perry et al., 1990). 
Not only do these individuals suffer from borderline personality disorder, they 
also develop other mental health disorders and are commonly susceptible to alcohol 
and/or substance abuse (Borderline Personality Disorder, 2014; Gunderson, 2006). 
Furthermore, there are also societal and cultural factors contributing to variations in 
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borderline personality disorder prevalence (Ogden & Prokott, 2014). For example, 
development of borderline personality disorder can be attributed to unstable familial 
situations such as marriage, divorce, economic factors (such as job 
loss/change/income fluctuations) or trauma (Baird, 2008; Gunderson, 2006). 
Other numerous factors, such as inadequate parenting, can influence the 
development of borderline personality disorder and can potentially cause those that 
are biologically predisposed to borderline personality disorder to have increased risks 
of developing the disorder (Leichsenring, Leibing, Kruse, New, & Leweke, 2011). 
Yet, there is no one cause that increases the risk of borderline personality disorder 
development (Baird, 2008; Gunderson, 2006). It has been determined that although a 
genetic predisposition is necessary, environmental factors may increase the risk of 
developing borderline personality disorder (Skodol et al., 2002; Van der Kolk, 1988). 
1.7. Borderline Personality Disorder Biosocial Theory 
Research shows that borderline personality disorder is a severe behavioural 
disorder and can be perplexing (Crowell et al., 2009). However the primary features 
of borderline personality disorder are shown to be the inability to regulate emotion, 
increased impulsivity, identity disturbances, lack of sustainable interpersonal 
relationships, and self-harm behaviours (including suicide) (Crowe, 2004; Lieb et al., 
2004; Perry et al., 1990). These features are explained to include additional 
difficulties, especially emotional and financial, on a host of people, including friends, 
family, and society in general (Perry et al., 1990). It has been found that the bio-social 
theory of borderline personality disorder established in 1993, has resulted in one of 
the most delineated etiological models in relation to borderline pathology (Cavazzi & 
Becerra, 2014; Gill & Warburton, 2014). According to Linehan (1993), borderline 
personality disorder centres around emotional dysregulation. Furthermore, BPD 
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emerges due to biological vulnerabilities and environmental influences, proving that 
dysfunction is a significant factor in borderline personality disorder (Arens, Grabe, 
Spitzer, & Barnow, 2011; Crowell et al., 2009). 
Original propositions stated that borderline personality disorder developed 
through invalidating environments commonly characterised by the intolerance of 
emotional expression. This is especially true in consideration of emotions that are not 
associated with observable events (Arens, Grabe, Spitzer, & Barnow, 2011; Fonseca-
Pedrero et al., 2011). In invalidating environments, it is taught that emotions are not 
to be outwardly displayed, are to be coped with internally and without parental 
support, and are unwarranted. This causes deficiencies in relation to the 
understanding, recognition, and regulation of emotions. These individuals vary 
between emotional inhibition and lability (Crowell et al., 2009; Linehan, 1993). 
Originally, the bio-social theory considered early emotional development 
instead of impulsivity occurring independent of emotion (Linehan, 1993). Later 
research showed emotion can be influenced by impulsivity (Gratz & Roemer, 2004). 
Additionally, the importance of impulsivity was not considered originally. Later 
research showed that approximately 40% to 90% of those diagnosed with borderline 
personality disorder engage in self-harm or attempt suicide (Gill & Warburton, 2014; 
Koerner & Linehan, 2000). At the same time, it has been found that borderline 
personality disorder development is likely to occur due to a combination of biological 
vulnerability predisposition and environmental risk factors (APA, 2004; Arens et al., 
2011). Thus, invalidating environments are severely damaging to impulsive and 
emotionally sensitive children and they are further influenced by inconsistent 
punishments and anger escalation (Crowell et al., 2009; Laporte & Guttman, 1996). 
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There are numerous controversies in relation to borderline personality 
disorder. For example, researchers are not sure whether or not borderline personality 
disorder refers to transient psychotic state incidents or stable sets of personality traits 
(Arens et al., 2011; Crowell et al., 2009). Furthermore, researchers are not sure 
whether or not borderline personality disorder and schizophrenia are distinguishable, 
can be broken down into subtypes or constitute as one unit, or even if the label of 
“borderline personality disorder” is diagnostically appropriate (Crowell et al., 2009; 
Gil & Warburton, 2014). Yet the basic biosocial model never really changed, 
suggesting that one of the first borderline pathology traits to emerge is poor impulse 
control (Gratz & Roemer, 2004, 2008; Grohol, 2013). As a result, this trait may be the 
one major difference that accounts for biological vulnerabilities that can be attributed 
to borderline personality disorders and other related disorders (Koerner & Linehan, 
2000; Laporte & Guttman, 1996). Other considerations are the development of 
emotional liability which is believed to be developed by the environment and 
individual characteristics, biological vulnerabilities in relation with environmental 
risks, opportunities for emotional dysregulation and behavioural dyscontrol (Lieb et 
al., 2004; Linehan et al., 1999, 1991;  Linehan, 1993). These factors are believed to 
contribute to cognitive and social outcomes that may be heightened by emotional 
coping strategies that are found to be maladaptive (Grohol, 2013; Laporte & Guttman, 
1996). 
1.8. Motivation to Conduct the Research 
Borderline Personality Disorder (BPD) is thought to be one of the more 
difficult psychiatric diagnoses to treat. Individuals with a diagnosis of BPD 
experience feelings of immense emotional distress and feature extremes in an attempt 
to regulate emotions. An individual diagnosed with BPD can face difficulty in 
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returning to an emotional baseline when aroused. Individuals may feel judged or 
abandoned which makes effective coping during the ups and downs of life seem 
distant and unattainable. Chronic suicidality, self-injurious behaviours, risk taking, 
misdiagnosis, chaotic relationships and intense emotional responses add to the 
complexity of what becomes part of the daily life for an individual diagnosed with 
BPD. Added to the complex presentation is the conjecture within mental health 
profession as to how and where individuals with BPD can be best supported to 
overcome this often-debilitating illness. This conjecture is the impetus for the 
proposed research and its contributing factors are the focus in the review of current 
literature. 
As mentioned, the complexity of a BPD presentation lends itself to much 
confusion and conjecture within the mental health profession. There are a number of 
mitigating circumstances that add to the complexity of treating an individual with a 
BPD presentation.  Mental health professionals are, at times, confused by a lack of 
formal policy and direction for an evidence informed approach to the therapeutic 
treatment of individuals with a diagnosis of BPD.  Paris (2007, p.56) highlights one 
such issue that concerns health professionals for this client group “A day in day out 
obsession with suicide over many years in a non-psychotic patient immediately 
suggests this diagnosis.” As such, health professionals often find themselves 
struggling to comprehend the chronicity of an individual’s thought pattern and risk. 
This confusion adds to the anxiety of all stakeholders and contributes to a perceived 
lack of an adequate response for individuals with a diagnosis of BPD. 
The conjecture around treatment, seriousness of suicide risk, and perceived 
failure of individuals with a diagnosis of BPD to appear committed to treatment 
results in judgments by mental health professionals and society in general.  A number 
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of studies cited in McGrath and Dowling (2012) examine these concerns by exploring 
the attitudes of nurses towards service users with BPD. These studies report the 
perception of individuals with BPD as being difficult, manipulative, demanding, 
destructive, or attention seeking (McGrath & Dowling, 2012). Judgments like those 
described by McGrath and Dowling (2012) contribute to the complexity of treatment 
needs for BPD that may result in an exacerbation of BPD features. Feelings of 
invalidation, judgment and abandonment then become the focus of the patient and 
progression towards effective outcomes seems near impossible to both the patient, 
and mental health professional who is providing the treatment. 
Individuals with borderline personality disorder (BPD) often receive mental 
health treatment where benefits have been shown for the use of psychotherapy 
(National Collaborating Centre for Mental Health [NCCMH], 2009; Peris, 2009; 
National Health and Medical Research Council [NHMRC], 2012) and to a lesser 
degree, psycho-education (Zanarini & Frankenburg, 2008). Although receiving 
treatment, not all individuals with BPD presenting to health services receive the 
benefit of psychotherapy or psycho-education due to a number of extenuating 
circumstances. The complexity of BPD, suicide risk, BPD stigma, under resourced 
mental health services, limited access to specialised training for mental health 
professionals, and a lack of consensus in the mental health sector as to where and how 
to best provide treatment can impede access to focused and effective therapeutic 
treatments.    
Psychological interventions shown to improve the symptoms in individuals 
with BPD include: Cognitive Behavioural Therapy (Matusiewicz, Hopwood, 
Banducci & Lejuez (2010), Metallization-Based Treatment (Bateman & Fonagy, 
2008, 2009, 2018), Cognitive Analytic Therapy (Thompson et al., 2008), Systems 
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Training for Emotional Predictability and Problem Solving (Blum et al., 2008), 
Schema-Focused Therapy (Sempértegui, Karreman, Arntz & Bekker, 2013), 
Dialectical Behaviour Therapy (Van den Bosch, 2005; Linehan et al., 2006) and 
Psychotherapies (Clarkin, Levy, Lenzenweger, & Kernberg, 2007; Doering et al., 
2010). 
1.9. Introduction to Thesis Plan  
With the aforementioned issues considered, this thesis explores stakeholder 
opinion and how this relates to the literature to better inform clinical practice and 
provide a basis for further investigation into this acknowledged gap in professional 
knowledge (NHMRC, 2012). The Participatory Action Research (PAR) methodology 
underpins the research process that is informed by Grounded Theory (GT). 
Conclusions were sought with a focus on: the skills, knowledge and attributes most 
desirable for mental health professionals; the most effective therapeutic interventions; 
and where services for individuals diagnosed with borderline personality disorder are 
best located. The thesis begins with a prelude that locates the researcher within the 
research topic consistent with a PAR approach. In addition to the findings of the 
literature, SAG, focus groups and online questionnaire, the researcher will add his 
own voice throughout the discussion chapter, highlighting the true participatory 
nature of the research. 
 The main body of the text is divided into nine chapters including this 
introduction to the diagnosis of personality disorder and the thesis plan. Chapter 2 that 
describes the research methodology that is informed by grounded theory using a 
Participatory Action Research approach. Chapters 3 and 4 revisit relevant literature 
focused on treatment responses to BPD followed by consideration of the skills and 
qualities required of health professionals when working with this client group. 
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Chapter 5 considers the literature on stigma and the diagnosis of BPD in relation to 
health professionals, family members, individuals who are diagnosed with BPD and 
the wider community. The literature on the most appropriate locations and processes 
for treatment and support is considered in Chapter 6. The research findings are 
presented in Chapter 7 and include the presentation of the results of stakeholder 
consultations, focus groups and an on-line survey. Chapter 8 is a discussion of the 
literature and research findings focused on answering the research questions of: 
1. What skills, knowledge and attributes aide the effective delivery of therapeutic 
interventions when working with individuals diagnosed with borderline 
personality disorder? 
2. What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder?  
3. Where are services for individuals with borderline personality disorder best 
located? 
The concluding chapter summaries the main findings of the research and 
includes a number of recommendations that identify possibilities for the future. An 
epilogue follows that highlights the development of the researcher’s thinking as it has 
occurred throughout the PhD journey and also the researcher’s approach to working 
with people diagnosed with borderline personality disorder.  
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CHAPTER 2 
METHODOLOGY 
The methodology chapter provides an overview of research techniques and 
underlying theoretical principles that have guided this research. A statement of aims 
and objectives is presented followed by the research questions. The rationale, 
reasoning, direction and intentions of the research are explained including the social 
methodological underpinnings of Participatory Action Research (PAR) informed by 
grounded theory. Exploration of the application of data collection and criteria, and the 
approach to data collection is outlined. This approach includes a description of the 
data gathering approaches adopted in the research including a key Stakeholder 
Advisory Panel and independent stakeholder feedback, focus groups, individual 
interviews and an online survey. The approach to data analysis is explained including 
data triangulation, reliability and validity, ethical considerations and study limitations.  
2.1. Research Aims and Objectives 
The overall aim of the research is to investigate, with depth and discernment, 
effective therapeutic interventions for working with individuals diagnosed with 
borderline personality disorder. In particular, the research considers the service 
provision location, modes of therapeutic intervention and the skills, qualities and 
attributes of mental health professionals most likely to meet the therapeutic needs of 
individuals diagnosed with borderline personality disorder. The research seeks to 
reduce the contention amongst practising mental health professionals about the 
observed gaps prevalent in the available literature (NHMRC, 2012).  
With the before mentioned issues considered, the research methodology seeks 
to support a collaborative and respectful dialogue between key stakeholders with a 
focus on processes and effective outcomes for the BPD population (Wadsworth, 
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2008; Wadsworth, 2011). An ongoing focus of collaboration with stakeholders seeks 
to address the acknowledged gap between policy and practice where previously the 
absence of professional knowledge in best practice outcomes has resulted in 
frustration, relapse and exacerbation of the symptoms of individuals with borderline 
personality disorder (BPD) presentations (Commonwealth of Australia, 2006). This 
divergence has also created high levels of stress and anxiety for mental health 
professionals who at times feel ill-equipped and unsure of the necessary therapeutic 
conventions appropriate for managing those presenting with symptoms of BPD 
(McGrath and Dowling, 2012). The research also endeavours to offer a platform to 
inform future research towards evidence informed approaches for the therapeutic 
management of BPD.  
The objectives of this research project are: 
1. To identify factors encompassing effective and non-effective therapeutic 
interventions with regards to individuals diagnosed with Borderline 
Personality Disorder (BPD). 
2. To explore the stakeholder opinion and how this relates to the literature 
through participatory action and discussion.  
3. To consider clinical practice through providing a basis for further 
investigation into the identified gaps in professional knowledge in the 
effective therapeutic management of individuals diagnosed with borderline 
personality disorder. 
2.2. Research Questions 
In reflection of the intended aims and objectives of the study, the following 
research questions inform this research: 
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1. What skills, knowledge and attributes aide the effective delivery of 
therapeutic interventions when working with individuals diagnosed 
with borderline personality disorder? 
2.  What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder?  
3. Where are services for individuals diagnosed with borderline 
personality disorder best located? 
2.3. Rationale for the Research Approach 
A review of previous research identified in the literature, discussion with 
stakeholders, and discussions between the student researcher and supervisor 
combined to form the decision to undertake this research. Emphasis was placed on the 
intended aim, objectives and resolve of the research and it’s investigative purposes. It 
was aimed that this research would contribute to moving towards an on going impact 
on the therapeutic realm of mental health practice and a more uniformed approach 
towards borderline personality disorder conceptualisation.  
Particular consideration was given to the National Collaborating Centre for 
Mental Health (NCCMH) which is one of several centres of the National Institute for 
Health and Care Excellence (NICE) in the United Kingdom.  The NCCMH was 
tasked with developing guidelines on the appropriate treatment and care of people 
with specific conditions within the National Health Service (NHS) in England and 
Wales. The NCCMH (2009) has identified a gap between policy and clinical practice 
when delivering therapeutic interventions for individuals diagnosed with Borderline 
Personality Disorder (BPD). In Australia, the National Health and Medical Research 
Council (NHMRC) has developed a Clinical Practice Guideline for the Management 
of Borderline Personality Disorder (NHMRC, 2012). This NHMRC guideline does 
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not provide guidance on which therapeutic treatment to offer, which service type to 
choose or which best practice framework to adopt.  
“The Committee determined that there was insufficient evidence to formulate 
evidence-based recommendations on the efficacy of specific BPD therapies to 
be delivered by particular types of healthcare services, and elected not to make 
recommendations” (NHMRC, 2012, p.123) 
These guidelines further emphasise the significant limitations when 
identifying effective evidence informed practices, proposing the need for future 
investigation in several areas. This research contributes to knowledge development in 
the areas identified by the NHMRC (2012) as requiring further substantive research.  
As Wadsworth (2011) deliberates upon when contemplating whom one’s research is 
eventually for, “… who the research is for may differ from those to whom the 
findings will be communicated (in order to eventually help those it is ultimately for)” 
(p. 28). As such, through providing clarity of practice, a greater support network for 
those experiencing the symptoms of borderline personality disorder is also 
established. The recommendations of the NHMRC guidelines and the resultant 
requests for future research, was considered when designing the current research. The 
research design endeavours to reflect an approach inclusive in nature. It attempts to 
consider the opinions of those with current clinical involvement whom are regarded 
as essential to the data collection processes. Having spent several years in the mental 
health field, the student researcher is an experienced mental health nurse, educator 
and manager within both the public and private mental health system.  
With the experiences of working as a senior clinician on a Crisis Assessment 
and Treatment Team (CATT) and supervisor to psychotherapists in trauma therapy, 
the student researcher also trains and consults to mental health professionals treating 
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individuals with a BPD diagnosis. This research opportunity builds upon current and 
established working relationships held within the mental health field to further 
elaborate on experiences and practice. As Ling (2007) implies with his reference to 
“the stranger in an office” (p. 120), an impression of unfamiliarity within a research 
sphere such as this, would most certainly impede on the opportunity for a greater and 
more impactful understanding and outcome.  
By involving key stakeholders of the mental health service community, there 
lies an indirect yet integral impact on the community. It is hoped that not only will 
clinicians be more equipped with therapeutic interventions, but that members of the 
community diagnosed with borderline personality disorder will also be supported to a 
greater capacity due to the clinical deliberation of experience throughout the research 
project. 
2.4. Choice of Research Setting 
To accurately address research questions and offer a representative voice of 
the researched population, it is imperative that researchers select a representative 
cohort (Wadsworth, 2011). The research project identified the following stakeholders: 
consumer educators; consumer consultants; carer consultants; and mental health 
professionals. The Southern Metropolitan Regions of Melbourne, Victoria were 
identified as the geographical location for the research with the region offering a 
diversity of choice for individuals with borderline personality disorder including 
Public Mental Health Services, Private Mental Health Services, independently 
practicing practitioners, Mental Health Community Support Services (MHCSS), and 
Primary Health based services. 
Individuals diagnosed with borderline personality disorder, as with individuals 
diagnosed with other mental health issues, generally access mental health services 
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through their general practitioner or primary care provider (Britt, et. al., 2014). 
Individuals requiring further therapeutic interventions for their diagnosed mental 
health problems are referred to the specialist mental health service providers. 
Specialist mental health service providers providing therapeutic interventions for 
individuals with borderline personality disorder in southern and south-eastern 
metropolitan regions of Melbourne are divided into two service delivery types: 
clinical and non-clinical. 
Clinical services focus on the assessment and treatment of individuals 
diagnosed with borderline personality disorder. These services are referred to as 
mental health services and are managed by general health facilities and private 
providers such as hospitals, private mental health services and independent clinical 
service providers. Non-clinical services are referred to as Mental Health Community 
Support Services (MHCSS) and they focus on activities and programs that help 
individuals with borderline personality disorder manage their own recovery and 
maximise their participation in community life. Clinical and non-clinical services 
funded by state and federal governments generally operate within geographically 
defined catchment areas. The Southern Metropolitan Region of Melbourne included 
in this research covers the area from South Melbourne down to the Mornington 
Peninsula and east to Casey and Cardinia. The region comprises 10 local government 
areas of Melbourne’s south-eastern suburbs with a population of approximately 1.2 
million people, representing about one-quarter of the state’s total population. 
(Victorian Government 2011).  
2.5. Participatory Action Research 
Stringer (2007) defines Action Research as a “…systematic approach to 
investigation that enables people to find effective solutions to problems they confront 
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in their everyday lives” (p.1). Action research tends to resolve change-inducing 
elements within research which Lofman, Pelkonen and Pietilä (2004) and Lennie 
(2006) believe occurs by conducting research ‘with’ others, instead of on them. 
Similarly, Participatory Action Research (PAR) reflects this social aptitude for change 
through the involvement of those who are to be directly influenced by the required 
area of study (Wadsworth, 2011; Fawcett, 1991). As surmised by Baum, MacDougall 
and Smith (2006): 
Participation has been seen as a means to overcome professional dominance, 
to improve strategies (whether they are for practice or research), and to show a 
commitment to democratic principles (p.855). 
The popularity of PAR has often been compared to it’s work with those in the 
community identified as disenfranchised or marginalized in some regard (Crane, & 
O’Regan, 2010; Ling 2007; Rice & Ezzy, 2001), and was originally used as a 
culturally-permitting approach for research development in the Third World (Babbie 
2008). While the empowering and inclusive nature of PAR has been closely aligned 
with great respect to Action Research, Crane and O’Regan (2010) indicate that the 
distinguishing characteristics of PAR at the forefront of the desired social change, 
rests in the manner with which participation becomes a distinct element of great 
discernment: 
The involvement of a diversity of stakeholders, who may have a wide range of 
values, institutional locations, and organisational interests, means that PAR in 
human services will need to have a practical as well as inclusive character 
(p.4).  
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The potential difficulty of PAR research is becoming primarily about inciting 
action, rather than an approach that ‘motivates’ or ‘enables’. Inclusive action of the 
researched population through active participation is established throughout the study. 
The researcher has aligned the desired approach to the PAR notion referred to 
as The PAR Cycle of Inquiry (Crane & O’Regan, 2010). This approach comprises of a 
pattern of recurrence in observation, reflection, planning and action (see also 
Wadsworth, 2011) intermingled throughout a study by participants and researcher 
alike (See Figure 1). With this cyclical notion in mind, the research adopts a three-
phase approach in identifying the place, mode of therapeutic intervention and type of 
clinician most affective in meeting the treatment needs of individuals with borderline 
personality disorder. The research sequencing is consistent with the abovementioned, 
alongside the recommendations of the WHO (2009) utilising a Stakeholder Advisory 
Group to inform the overall research process, as well as Focus Groups to generate 
themes that inform a broader audience.  
The initial research phase involved the establishment of the Stakeholder 
Advisory Group.  This group, as an established body of constructivist knowledge on 
BPD, aimed to support the research through observation, reflection and insight. The 
second phase included the implementation of focus groups as well as personal 
interviews with consumer consultants. These groups actively sought to respond to the 
experiences and the needs of those within the service provider fields, and whose 
active consideration are embedded in the nature of the study. The final phase involved 
an invitation to approximately 100 mental health professionals to undertake an online 
survey offering an opportunity to seek a wider community involvement and, 
consequently, a greater impact on the capacity of acquired comprehension through a 
PAR framework.  
EFFECTIVE INTERVENTIONS 
 
34 
Figure 1: The PAR Cycle of Inquiry Applied to the Research 
 
Source: Crane and O’Regan 2010. p11  
Research rigour has been established through data saturation, the identification 
of examples contrary to emerging patterns, reliability checks, and triangulation of 
data. Running focus groups of mental health professionals with research being 
informed by the Stakeholder Advisory Group enhanced the rigour of the research and 
informed the online survey as a major method of gathering research data. PAR 
enabled the opportunity to use a variety of quantitative and qualitative resources, 
often drawing from what Baum, MacDougall, & Smith (2006) refer to as 
“methodological pluralism” (p. 854). Baum et al. (2006) further infer that this 
revolution of complementing research formulae appear to have “taken the reigns” 
from epidemiological research, which has in the past few decades been regarded as 
the key standard unifiable approach, and a forbearer of the Social Health research 
sphere.  
This exploratory research approach adopts a Participatory Action Research 
(PAR) approach to establish expert consensus that is informed by Grounded Theory 
(GT). The notion of working within the frame of PAR and GT is not new and a 
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number of researchers have either discussed this area or adopted both as a 
methodological approach (Simmons & Gregory 2003; Poonamallee 2009; Butterfield 
2009). “Essentially Participatory Action Research is research which involves all 
relevant parties in actively examining together current action (which they may 
experience as problematic) in order to change and improve it” (Wadsworth, 2008, 
p.15).  
The agenda of PAR is to “improve the conditions and lives of research 
participants” (Neauman 2006, p.25). The agenda of the research was to identify 
effective outcomes for individuals diagnosed with BPD by addressing the conjecture 
amongst mental health professionals as to the most effective treating service and 
therapeutic intervention for individuals with a diagnosis of BPD.   
It was anticipated that this research would offer a significant impact on workforce 
development strategies in the mental health sector, inform a larger scale investigation 
into this area of inquiry and set a political agenda that ultimately seeks to provide the 
best outcome for individuals with a diagnosis of BPD. 
2.6. Grounded Theory 
Grounded theory (GT), originally proposed by Glaser and Strauss (1967) as a 
way of developing theory from social research data, is a qualitative research method 
that seeks to investigate the reality of a situation and analyses data with no 
preconceived ideas or hypothesis. GT is distinguishing in its systematic methods of 
data collection and analysis enabling development of substantive theory (Strauss & 
Corbin, 1990). The research contained within this thesis contains two essential 
features that Creswell (2009) describes as characteristic of grounded theory research. 
Firstly the research uses and compares the data at each stage with a focus on the 
identification of emerging themes and categories from the data. Secondly, the 
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research seeks different stakeholder group (mental health professionals, consumer 
consultants, carer consultants and service managers) opinions to maximise the 
similarities and differences in the data generated. In combining these key elements 
GT is seen as the research frame for defining the research process with PAR guiding 
the transformation. 
The key components of Grounded Theory are: 
1. A spiral of cycles of data collection, coding, analysis, writing, design, 
theoretical categorization, and data collection. 
2. The constant comparative analysis of cases with each other and to 
theoretical categories throughout each cycle. 
3. A theoretical sampling process based upon categories developed from 
ongoing data analysis. 
4. The size of sample is determined by the ‘ theoretical saturation’ of 
categories rather than by the need for demographic ‘representativeness,’ or 
simply lack of ‘additional information’ from new cases. 
5. The resulting theory is developed inductively from data rather than tested 
by data, although the developing theory is continuously refined and checked 
by data. 
6. Codes emerge’ from data and are not imposed a priori upon it. 
7. The substantive and/or formal theory outlined in the final report takes into 
account all the variations in the data and conditions associated with these 
variations. The report is an analytical product rather than a purely descriptive 
account. Theory development is the goal (Bryant & Charmaz, 2007, p.154). 
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Increasingly researchers are referring to GT as a means of describing methods 
of inquiry for collecting and analysing data (Charmaz, 2004, p.441). GT was deemed 
appropriate to the research for analysis of data. An important distinction is that GT 
foundations begin “…with an area of study and what is relevant to that area is allowed 
to emerge” (Strauss & Corbin, 1990, p. 23). The research questions, noted earlier in 
this chapter, represent the area of inquiry for this research. The three research 
questions are deliberately expansive allowing freedom to explore the researched topic 
in depth with a range of themes and categories emerging organically from each phase 
of the research. The research considers the data collected informing findings from 
emerging themes, ideas and concepts across a range of data sources. The literature in 
chapters three, four, five and six of this thesis informed the initial Stakeholder 
Advisory Panel discussions around themes and categories for the focus groups. 
Discussion with the Stakeholder Advisory Panel informed the themes and categories 
of the focus groups and formation of individual interviews to provide a most effective 
environment for consumer consultant responses. Focus group and individual 
interview themes and categories then informed further Stakeholder Advisory Panel 
discussion along with independent stakeholder feedback to inform the online survey. 
The themes and categories from the online survey data informed Stakeholder 
Advisory Panel discussion and independent stakeholder feedback. Each phase of the 
research is informed by the respondent data from the previous phase and embodies the 
notion of the GT approach allowing what is relevant to emerge. 
 A key reason for using the qualitative research method of GT for this research 
was the belief that using multiple sources of data (focus groups, stakeholder advisory 
panel, independent stakeholder feedback, individual interviews and online survey) 
from various sources (consumer consultants, carer consultants, mental health 
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professionals, mental health service managers and academics) best represents 
stakeholder opinion on effective interventions for individuals with a diagnosis of 
BPD. Kennedy and Lingard (2006) emphasise that many GT studies employ multiple 
data sources or involve multiple study populations to gain an insight from different 
perspectives to increase the richness of the understanding for the phenomenon under 
investigation.  
 Another motivator in using GT to inform this research was the central 
principle of continuous comparison throughout data analysis. Kennedy and Lingard 
(2006, p.104) explain “Through the constant comparison process, emerging 
theoretical constructs are continually being refined through comparisons with ‘fresh’ 
examples from ongoing data collection, which produces the richness that is typical of 
grounded theory analysis.” The continuous comparison of themes and categories in 
the data provided an on going procedure for the research to refine, compare and 
identify respondent opinion on effective interventions for individuals diagnosed with 
BPD.  
 Ultimately, GT delivers a significant frame for researching effective 
interventions for individuals diagnosed with BPD because it: (a) provides clear, 
sequential guidelines for conducting research; (b) offers a range of strategies for 
analysis of the research; (c) streamlines and integrates collection and analysis of the 
research data; and also (d) legitimises the qualitative research process as scientific 
inquiry (Charmaz, 2004).  
2.7. Data Collection 
The research adopted a three-phase approach to identify the most effective 
therapeutic outcomes and providers of mental health services to treat individuals 
diagnosed with borderline personality disorder. The first of these phases was the 
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establishment of a Stakeholder Advisory Panel. The second phase involved running 
focus groups. The third phase, around three to nine months preceding the focus 
groups (and individual face-to-face interviews with consumer and carer consultants), 
involved the completion of an online survey. Throughout all stages of the research 
process, communications were conducted with cultural sensitivity acknowledging and 
respecting culturally diverse practices and processes.  Each phase of the research has 
been informed by a review of current literature and discussion with the Stakeholder 
Advisory Panel as to the literatures relevance to informing the research during each 
data collection phase. 
The Literature Review enabled the researcher to expand knowledge, identify 
industry opinion, identify key research and inform the research during each of the 
before mentioned data collection phases. In conducting the literature review the 
author used a targeted literature review using both Google Scholar and RMIT 
University’s library databases to identify targeted literature, peer reviews and grey 
literature on the thesis topic. Key search terms and author searches from google, 
library and hand searching through reference listings picked up key literature for the 
formation of the literature review. Core terms used to conduct the literature search 
included ‘borderline personality disorder’, ‘evidence base’, ‘service provision’, 
‘theory’, ‘qualities’, ‘skills’, ‘attributes’ and ‘BPD’. Additional searches expanded the 
reach of the literature by adding additional terms including ‘Australia’, ‘public mental 
health’, ‘therapist’, ‘Clinician’, ‘treatment’, ‘theory’, ‘policy’, ‘interventions’ and 
‘international’ to the core terms searched. Exploration of conference papers and 
programs provided a further opportunity for the author to further develop a review of 
the literature and expand the reach of the literature review.  
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Due to the seven years between the initial literature review and feedback from 
the examiners, the literature review was updated using the before mentioned 
methodology including: Google Scholar; RMIT University’s library databases; 
exploration of conference papers/programs; and hand searching through reference 
listings to ensure the thesis remained current and up to date on completion.   
The Stakeholder Advisory Panel enabled the researcher access to an expert 
consensus process. Using a Key Indicators Approach, the Stakeholder Advisory Panel 
consisted of a panel of high profile leaders in the mental health and community 
services sectors including: mental health professionals (which included general 
practitioners (GPs), mental health nurses, occupational therapists, psychiatrists, 
psychologists, psychotherapists and social workers) providing psychological 
treatment for BPD; a consumer consultant employed by public mental health services 
to represent consumers with BPD and a carer consultant employed in a role 
supporting carers of individuals diagnosed with BPD; academics; policy makers; and 
mental health service managers of BPD programs. The consumer consultant was on 
the stakeholder advisory panel, was an employee of the public mental health services, 
and was asked to represent consumers on this panel as performed in their role as a 
consumer consultant. It was not the role of the consumer consultant to provide 
personal information about their previous treatment in mental health services but 
rather to provide a representative viewpoint for all consumers of mental health 
services where possible.  
A Key Indicators Approach. The researcher selected participants using 
existing relationships established in the mental health and community services sectors 
over 16 years. Participants were chosen for their expertise in the provision of 
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therapeutic treatment to individuals diagnosed with BPD in a range of clinical 
settings. 
Focus group themed discussion (See Attachment D for themes) enabled the 
researcher to capture the clinical experiences and practical knowledge of mental 
health professionals in the management of BPD for a variety of treatment locations. 
Treatment locations were chosen within the geographically researched area as a 
representation of service providers of therapeutic interventions for individuals with a 
diagnosis borderline personality disorder. Questions were informed following a 
comprehensive review of the literature, the experiences of the researcher and the 
consensus of the Stakeholder Advisory Panel. A snowball sample method was used to 
select focus group participants. Focus group participants were mental health 
professionals from Public Mental Health; Private Mental Health; the Not-for Profit 
Sector; and Primary Care. Participants were recruited using the non-random sampling 
method of “purposive sampling” (Wadsworth, 2011, p.98). Purposive sampling was 
used to provide a sample of mental health professionals with experience and interests 
in the management of BPD. Respondents were invited by the researcher to participate 
in focus groups through established relationships within each sector. An invitation to 
participate in focus groups was distributed to key providers of mental health services 
to people diagnosed with BPD in the south-eastern suburbs of Melbourne. Six focus 
groups were conducted consisting of six to eight participants to enable each 
participant sufficient time to contribute (Wadsworth, 2011) as a one-off, guided 
discussion (Babbie, 2008) led by the researcher.  
Individual interviews were conducted with two consumer consultants and one 
carer consultant following clarification with the research supervisor alongside the 
suggested considerations offered by the Stakeholder Advisory Group. It was decided 
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that it would be of more benefit to the participating consumer consultants if a personal 
approach of research was the focus. It was resolved that the student researcher would 
conduct two face-to-face interviews with each identified consumer and carer 
consultant participant. Private sessions were the preferred method of participation by 
the consumer and carer consultants with the same questions and processes adopted as 
previously described in the focus groups although performed individually as face-to-
face interviews. 
An Online Survey (See Attachment F) was the final phase of data collection. 
Mental Health Professionals who provided treatment to individuals diagnosed with 
BPD were invited to complete an online survey, using the online Qualtrics platform, 
where qualitative information was obtained from participants using open-ended and 
fixed choice questions (Wadsworth, 2011). Online survey questions were informed by 
data collected from the focus groups and the consensus of the Stakeholder Advisory 
Panel. An invitation to participate in the online survey was emailed out to mental 
health professionals working with people diagnosed with BPD in the southern suburbs 
of Melbourne. These mental health professionals were identified using the 
researcher’s existing networks supplemented by a key informants approach and 
snowball sampling to identify relevant practitioners. In order to eliminate any 
responder collusion or bias to the researcher an invitation was sent to potential 
participants through the administrative staff of mental health service providers. The 
researcher first sought permission from individual organisations via direct contact 
with service managers and requested permission to invite mental health professionals 
specialising in working with people diagnosed with BPD to participate in the online 
survey. These service managers did not know if their staff members had participated 
in the online survey unless they independently chose to disclose this. There were no 
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identified negative repercussions expected as a result of participating in the online 
survey. Participant’s responses were not identified as a representation of any one 
organisation. The researcher used a third party internet based service operated by 
Qualtrics in the United States of America for conducting the online surveys.  
2.8. Data Analysis 
Thematic analysis was used to identify recurrent patterns in the qualitative 
data collected in the focus groups, individual interviews and open text responses to 
the online survey (Babbie, 2008). This technique was particularly useful for 
enhancing a conceptual understanding of a research topic that had no previous 
evidence (NHMRC, 2012).  
  The research offered an opportunity to generate new questions and areas of 
inquiry to inform the emergent research process (Hoepfl, 1997). Initially a literature 
review was conducted. Focus groups expanded the themes and questions generated 
from the literature with expert consensus sought throughout the research process from 
the Stakeholder Advisory Group. In accordance with grounded theory (Strauss & 
Corbin, 1990) the researcher considered the literature combined with the observations 
documented to inform and respond to emerging themes during data analysis. This 
qualitative methodology contributed to an enhanced framework of knowledge in 
addressing the research questions (Babbie, 2008). All interviews were transcribed and 
organised into key themes/categories that were used to inform the framework of the 
online survey.  
Prior to the administration of the online survey the researcher presented the 
finalised survey to the ethics committee at the University where this study was 
conducted via an amendment request for approval. Focus groups and online survey 
responses were transcribed and coded using NVivo data analysis software. Coding of 
EFFECTIVE INTERVENTIONS 
 
44 
the data initially sought to organise the content of the focus groups into key 
themes/categories with descriptive labels serving as framework for analysis of 
responses (Creswell, 2009) and were used to inform the development of the online 
survey. Following completion of the online survey, the researcher repeated this 
process to identify themes for further analysis and for comparison with the focus 
group data. The online Qualtrics platform was used to collect qualitative information 
from participants using open-ended and fixed choice questions (Wadsworth, 2011). 
This also included data analysis functions of collating the data and producing 
descriptive statistics. The Statistical Package for the Social Sciences (SPSS) was also 
used to generate further descriptive statistics. 
2.9. Triangulation 
Methodological triangulation is the approach of using more than one kind of 
method in research. Triangulation is a “method of cross-checking data from multiple 
sources to search for regularities in the research data” (O’Donoghue & Punch, 2003, 
p.78). Methodological triangulation has been identified as advantageous in validating 
findings, providing a more comprehensive data set, increased validity and a greater 
understanding of the topic being researched (Redferm & Norman, 1994; Risjord, 
Moloney, & Dunbar, 2001; Halcomb & Andrews, 2005; Casey & Murphy, 2009 cited 
in Bekhet & Zauszniewski, 2012). The research data was collected from multiple 
sources including focus groups, key informant interviews and an online survey with 
the research findings cross-checked for consistency across all sources.  
2.10. Limitations 
A potential limitation was the perpetuation of professional dominance by 
interviewing workers and not including people diagnosed with BPD beyond the two 
consumer consultants interviewed and the consumer representative on the Stakeholder 
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Advisory Panel. The inclusion of these consumers was key to the research process in 
an endeavor to reduce professional dominance and bias in conducting research 
focused on worker’s views only. Adopting an exploratory methodology and in 
particular PAR guarded against notions of truth and dominance but rather reporting 
on the experiences and views of clinicians. It is acknowledged, and included in the 
recommendations for further research, that research on this topic is recommended to 
focus on the consumer experience of services targeted at people diagnosed with BPD. 
This recommended consumer-focused research is essential to developing a fuller 
understanding of the research questions posed in this study.  This study is in addition 
to, and not a substitute for, gaining a fuller picture of the perceptions of effective 
interventions for people diagnosed with BPD from a consumer experience. 
A further limitation related to the online survey was that some respondents 
noting difficulties with the functionality of the Qualtircs survey. The survey questions 
were closely reviewed by the Stakeholder Advisory Panel, including consumer 
consultant feedback, research supervisor and the University Ethics Committee. 
Difficulties experienced with the online survey by some respondents were due to the 
functionality of the Qualtrics site and were unanticipated. The researcher had used a 
similar online survey format on a different survey host that did not experience such 
difficulties.  
2.11. Ethical Considerations 
The research took into account a number of political and ethical issues that 
relate to the proposed area of inquiry and the process of conducting research in 
general. Using the National Statement of Ethical Conduct in Human Research 
(National Health and Medical Research Council [NHMRC], 2007) as a guide, the 
student researcher sought the approval of RMIT’s Human Ethics Committee and was 
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classified as “more than low risk” due to the involvement of consumer consultants in 
the research (See Appendix A). The student researcher committed to the adherence of 
a safe and ethical approach before the proposed research proceeded.  
Wadsworth (2011) describes research within the social research realm lending 
itself to number of considerations with different opinions, knowledge and different 
levels of power all impacting on research findings and requiring consideration in an 
ethical approach. “In most cases, the effect (even if unintended) is to exclude, 
suppress, condense, abstract or otherwise distort the voices of less empowered, 
resulting in decisions being made for and about them on the basis of inadequate and 
imperfect input” (p. 29).     
Wadsworth (2011) further examines the importance of exploring the 
differences between the conceptual groups within social research to strengthen the 
researcher’s agenda of seeking to influence and bring about change. The researcher 
identified four ‘conceptual groups’ that relate to the research. 
1: Student Researcher: The author of this thesis was the student researcher. In 
addition to the student researcher, a Stakeholder Advisory Panel provided 
supplementary direction and support to the area of inquiry. The Stakeholder Advisory 
Panel assisted on the provision of a comprehensive representation of opinion ensuring 
the student researcher had considered all stakeholders when conducting the research. 
2: Those who the research is “really” for: The research sought to address the 
conjecture amongst health professionals and inform access to the most effective 
treatment for individuals with a diagnosis of Borderline Personality Disorder (BPD). 
As such, the research was designed for health professionals, families, carers and 
individuals with a diagnosis of BPD. 
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3: The researched: The research explored the opinions of mental health professionals 
through focus groups and an online survey. The Stakeholder Advisory Panel was not 
considered the ‘researched’, rather an informative and current representation of 
stakeholders offered a sounding board and topical expertise to the researcher. 
4: Those who the research is “for”: Outcomes identified were aligned with 
supporting literature and stakeholder endorsement. Outcomes of this research 
informed an approach to relevant funding bodies and served to inform additional 
research into the management of individuals with a diagnosis of BPD. The outcomes 
will now set a further agenda providing a platform for funding bodies to consider the 
most effective location and treatment for the management of individuals with a 
diagnosis of BPD.  
2.12. Conclusion 
This chapter provided an overview of the research techniques and underlying 
theoretical principles that have guided this research including the social 
methodological underpinnings of Participatory Action Research (PAR) informed by 
grounded theory. The research approach included data gathering methods adopted in 
the research including a key Stakeholder Advisory Panel and independent stakeholder 
feedback, focus groups, individual interviews and an online survey. The approach to 
data analysis was also explored including data triangulation, reliability and validity, 
ethical considerations and study limitations.  
The next four chapters will explore the literature that relates to the research. 
Chapter three explores types of treatments for individuals diagnosed with borderline 
personality disorder. Chapter four discusses the skills, qualities and attributes 
necessary for therapists to select successful treatment provisions for individuals 
diagnosed with borderline personality disorder. Chapter five discusses stigma 
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surrounding borderline personality disorder. Chapter six discusses where individuals 
with a diagnosis of borderline personality disorder can access treatment. 
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CHAPTER THREE 
TREATMENT REPONSES TO BORDERLINE PERSONALITY DISORDER 
The following four chapters provide an overview of the literature in four key 
areas of the research. The first, chapter three of this document, explores treatment 
responses to individuals with a diagnosis of borderline personality disorder. The 
second discusses the qualities necessary for therapists for successful treatment 
provisions. The third discusses stigma with relation to borderline personality disorder. 
The final chapter provides an overview of the literature that discusses where treatment 
for individuals diagnosed with borderline personality disorder can be found. The 
reader will notice an overlap between the following four chapters exploring the 
literature. Chapter 3 explores treatment responses and Chapter 4 explores the qualities 
held by mental health professionals in providing effective interventions identified in 
Chapter 3.  Chapter 5 explores where treatment is located for individuals with a 
diagnosis of BPD with exploration of stigma, in chapter 6, exploring some of the 
barriers to treatment and systemic challenges when providing effective interventions 
in various treatment locations. 
The treatment of borderline personality disorder varies dependent upon where 
the individual resides. However, all treatment is focused on the recognition of 
emotional/behavioural difficulties, as well as emotional/behavioural regulation and 
management (Brown et al., 2005; Clarkin, 2018; Linehan et al., 1999; Lynch, Morse, 
Mendelson, & Robins, 2003). Therefore, this chapter addresses the types of 
treatments that can be obtained, as well as guidelines for treatments from the United 
States, the United Kingdom, Australia and through professional bodies. 
3.1. United States Guidelines 
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Under the guidelines of the United States, borderline personality disorder is 
considered to be an extremely serious mental illness. Moreover, it is characterized by 
unstable emotions, behaviours, and relationships (National Institute of Mental Health 
[NIMH] , 2015).  Borderline personality disorder was first listed in the DSM III, 
commonly used to diagnose mental illnesses by psychiatrists and psychologists. 
However, there are incidences of co-existing disorders that accompany borderline 
personality disorder, such as anxiety, depression, self-harm, suicidal behaviours, and 
substance/alcohol abuse (Crowell et al., 2009; Gill & Warburton, 2014; NIMH, 
2015). At the same time, research shows that dialectical behaviour therapy was 
beneficial in that it reduced suicide attempts in women by 50%, showing greater 
promise for treatment options beyond psychotherapy (Gill & Warburton, 2014; 
Olenchek, 2008; Safer, Telch, & Agras, 2011). Dialectical behaviour therapy was also 
important because emergency room and inpatient services were not needed as much 
due to dialectical behaviour therapy focussing on the retention of individuals with 
borderline personality disorder in therapy. However, despite treatment successes, 
there have been incidences of borderline personality disorder under-diagnosed or 
misdiagnosed. A misdiagnosis could easily be reduced by inquiring into the 
symptoms and personal/familial medical history (Grohol, 2013; Koons et al., 2001; 
Safer, Telch, & Agras, 2011). 
At the same time, it is argued by researchers that borderline personality 
disorder is one of the most difficult mental health disorders to treat (Crowell et al., 
2009; Gill & Warburton, 2014; Grohol, 2013). However, it has been shown that 
borderline personality disorder can be treated, allowing individuals with borderline 
personality disorder to have improved quality of life (Koerner & Linehan, 2000; 
Koons et al., 2001). One of the most effective treatments is considered to be 
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psychotherapy (Linehan et al., 1999; Lynch, Morse, Mendelson & Robins, 2003). It is 
also noted that medication is also used in certain situations in order to manage 
specific symptoms (NIMH, 2015; Olenchek, 2008; Safer et al., 2011). Researchers 
agree that when the same individual is under the care of multiple professionals, all 
professionals must work to develop a cohesive treatment plan (Skodol et al., 2002; 
Van der Kolk, 1987, 1988). United States therapists typically turn to psychotherapy as 
a first option for those with borderline personality disorder. Although it is shown that 
psychotherapy is effective towards some symptoms, it cannot necessarily treat all 
symptoms associated with borderline personality disorder (Domes et al., 2006). Other 
treatment options include cognitive behavioural therapy, schema-focused therapy, 
group therapy, and medications (Gill & Warburton, 2014). At this time, the Federal 
Food and Drug Administration has not approved any medications for borderline 
personality disorder treatments. Moreover, few studies show the effectiveness for, or 
necessitation of, medication for treating borderline personality disorder. Despite this, 
there are many people diagnosed with personality disorder on medications in 
conjunction with therapy for borderline personality disorder treatment (Grohol, 2013). 
It has been seen that medication does not cure borderline personality disorder (Koons 
et al., 2001) however it does help with symptom management, such as anxiety, 
depression, and/or aggression (Crowell et al., 2009). Alternative treatment options 
exist as well. It is suggested by some researchers, especially for women, that Omega-
3 fatty acids may be beneficial in treating borderline personality disorder. According 
to studies, Omega-3 fatty acids may be comparable to mood stabilizers, yet with 
fewer side effects (Lynch, Morse, Mendelson, & Robins, 2003; NIMH, 2015). At the 
same time, evidence shows that proper treatment commonly results in patients 
exhibiting fewer or less severe symptoms (Gunderson, 1996; Koerner & Linehan, 
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2000; Koons et al., 2001). Despite these possibilities and treatment options, there are 
differing factors that affect recovery time or symptom improvement time (Domes et 
al., 2006; Grohol, 2013). As a result, individuals diagnosed with borderline 
personality disorder would do well to maintain their patience and support network 
(Safer et al., 2011; Skodol et al., 2002; Van der Kolk, 1987, 1988). 
3.2. Australian Guidelines 
All countries have similar, if not the same, treatment options (Beatson & Rao, 
2014; Fromene & Guerin, 2014). Australia, for instance, offers systems training for 
emotional predictability and problem solving, cognitive analytic therapy, schema-
focused psychotherapy, transference-focused psychotherapy, cognitive-behavioural 
therapy, interpersonal psychotherapy, mentalization-based therapy, and dialectical 
behaviour therapy (Australian Government, 2011; Fromene et al., 2014). At the same 
time, Australian researchers suggest that psychiatric management is equally effective 
to dialectical behaviour therapy in consideration of symptom severity, distress, and 
depression (Fromene & Guerin, 2014; Fromene et al., 2014). It has also been 
suggested that effective clinical care is equally effective to cognitive analytic therapy 
for those between 14 and 18 years of age in the improvement of psychopathology 
(Beatson & Rao, 2014). Other effective therapy types include conversational and 
supportive psychotherapy, and a therapeutic community approach (Australian 
Government, 2011; Beatson & Rao, 2014; Fromene & Guerin, 2014).  
The most effective therapies consider a theoretical approach that is both 
explicit and integrated. It is important for the treatment team to follow the full 
approach (Australian Government, 2011; Beatson & Rao, 2014). The approach is 
discussed in its entirety with the individual diagnosed with borderline personality 
disorder and is supervised by a trained therapist, who also receives support and 
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supervision by other members of the treatment team (Fromene & Guerin, 2014). It is 
important for the supervising therapist to consider the emotions of the individual and 
remain focused on assisting the individual to create change in behaviours, thoughts, 
and actions (Fromene et al., 2014; Wetzelaer et al., 2014). It is also important for 
treatment considerations to include the availability of treatment, as well as the 
preference of the individual. The individual’s psychiatric symptom severity must be 
considered in the assessment of a treatment method, as well as how impaired the 
psycho-social functioning is. 
Most importantly, the treatment team must consider how willing the individual 
is to participate in therapy, as well as the motivations for engaging in therapy, the 
ability of the person to maintain appropriate therapeutic boundaries, and professional 
support availability (Australian Government, 2011; Beatson & Rao, 2014). As such, 
those diagnosed with borderline personality disorder need to receive structured 
therapies designed for borderline personality disorder treatment and supervised by at 
least one trained and qualified professional (Bendit, 2014; Fromene & Guerin, 2014; 
Fromene et al., 2014). Furthermore, it is important to take the needs of the individual 
into account when developing session frequency, including at least one per week in 
most situations (Meaney-Tavares & Hasking, 2013; Wetzelaer et al., 2014; Winsper 
et al., 2015). 
3.3. United Kingdom Guidelines 
The United Kingdom focuses on person-centred care. It is believed that 
treatment is most effective if it considers the needs and preferences of the individual. 
Thus, within the United Kingdom, emphasis is placed on allowing those with 
borderline personality disorder to make informed decisions regarding care and/or 
treatment after receiving all information regarding options from professionals 
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(National Institute for the Health and Care Excellence [NIHCE], 2015; Rogers & 
Dunne, 2013). When providing treatment for individuals diagnosed with borderline 
personality disorder, good communication is emphasized between the individual and 
the professional. It is also important to support the verbal communication with written 
communication, designed to meet the needs of the individual. At the same time, the 
United Kingdom emphasizes implementation priorities. These include service access 
for all people, autonomy and choice, the opportunity to develop a relationship with 
the treatment provided based on optimism and trust, management for the treatment 
ending and transition support, proper assessment, and developing an effective care 
plan (NIHCE, 2015; Rogers & Dunne, 2013). 
Psychological treatment obtained for borderline personality disorder in the 
United Kingdom focuses on the use of a theoretical approach, designed both explicitly 
and through integration, by the treatment team and therapist. This approach is detailed 
to the individual receiving treatment. It, most importantly, provides for structured care 
and includes provisions for therapist supervision (Harvey, Black, & Blum, 2010; 
NIHCE, 2015). Psychotherapy must last at least 3 months. At the same time, 
treatment should not be limited to borderline personality disorder or related 
symptoms/behaviours, such as self-harm, emotional instability, risk-taking behaviour, 
and/or transient psychotic symptoms (NIHCE, 2015; Rogers & Dunne, 2013). Thus, it 
is expected that borderline personality disorder treatment in the United Kingdom 
encompass the entire person, not the disorder only. 
3.4. Professional Bodies Guidelines 
Treatment commonly begins with the initial assessment. This is done to 
reduce symptoms related to suicidal ideation and suicide attempts, which are highly 
prevalent in many people presenting with symptoms of borderline personality 
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disorder. Therefore, it is important to prioritize safety concerns through a safety 
evaluation, establishing the most effective treatment setting for the individual with 
borderline personality disorder. Once safety issues are resolved, it is important to 
conduct a more comprehensive evaluation in order to ascertain what treatment would 
be most effective and what needs must be met (APA, 2010; Mental Health Australia 
[MHA], 2015a). When treatment starts, the framework must be explicitly and clearly 
established between the professional and individual, especially in relation to treatment 
goals. The treatment foundation is based on psychiatric management (APA, 2010; 
MHA, 2015a). 
Treatment is increasingly important because an estimated 20% of Australians 
will experience mental illness annually. Australian professional bodies argue that 
since demand is increasing, it is just as important to improve services in order to offer 
high quality and targeted services to all individuals needing mental health services 
(MHA, 2015a).  Therefore, calls have been made for mental health reforms in 
Australia in order to avoid chronic mental illness among the country’s people, as well 
as reduce societal burden of mental illness. These reforms reflect innovative thoughts 
and activities in order to provide effective services, education, representation, and 
mental illness perceptions (MHA, 2015b). 
Psychotherapy is the most common treatment for borderline personality 
disorder. However, professionals also use symptom-targeted pharmacotherapy (APA, 
2004). Long-term psychiatric management includes different activities and 
interventions, covering many different behaviours and situations in order to teach the 
individual with borderline personality disorder new coping strategies (Crowe, 2004; 
Crowell et al., 2009). Management is important because crises of the individual are 
responded to and safety issues are addressed. Furthermore, through management 
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procedures, it is possible to develop a therapeutic framework and alliance between the 
treatment team and individual (Koerner & Linehan, 2000; Lieb et al., 2004). It is 
important for the treatment team to assist in providing the individual with education 
regarding the disorder and the treatment, providing treatment coordination throughout 
all members of the treatment team, monitor the progress of the individual as s/he 
undergoes treatment, and determines how effective the treatment is for the individual 
(Linehan et al., 1999, 1991). Therefore, through management, potential problems 
such as splitting can be adverted (Linehan, 1993; Perry et al., 1990). 
Although treatment involves psychotherapy, psychosocial modalities, and 
medications, there has been no empirical establishment that there is any approach 
more effective than another (APA, 2004). However, through clinical experience, it 
has been suggested that most individuals with borderline personality disorder require 
extended psychotherapy in order maintain symptom improvements (Crowe, 2004; 
Crowell et al., 2009). Improvements may occur in personality traits, interpersonal 
problems, and overall functioning (Koerner & Linehan, 2000; Lieb et al., 2004). 
However, it is well-established that medication is important in order to decrease or 
eliminate certain symptoms, such as psychosis, self-destructive behaviours, and/or 
affective instability (Linehan et al., 1999, 1991; Perry et al., 1990). 
Research has shown that two psychotherapeutic approaches have been 
efficient: psychoanalytic/psychodynamic therapy and dialectical behaviour therapy 
(APA, 2004; Crowe, 2004; Crowell et al., 2009). Within these therapies, there were 
three features that illustrated success: individual weekly meetings, at least one group 
session peer week; and therapist meetings in order determine the effectiveness of the 
treatment approach for individuals (Koerner & Linehan, 2000; Lieb et al., 2004). Risk 
management is important and includes communication and collaboration between the 
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entire treatment team. This includes accurate documentation on individual progress, 
addressing and resolving transference and countertransference problems, and extra 
consultations (especially with colleagues) regarding high-risk individuals (Crowe, 
2004; Crowell et al., 2009). It is also important to follow standard and established 
guidelines before terminating treatment (Koerner & Linehan, 2000; Lieb et al., 2004). 
Finally, the treatment team needs to provide psycho-education about the disorder to 
the individual, as well as establish other clinical features for risk management in the 
event of suicide risks, boundary violations, and/or angry, impulsive, and/or violent 
behaviour (Linehan, 1993; Perry et al., 1990). 
3.5. Evidence-Based Practice 
The delivery of evidence-based psychological interventions to individuals 
with a diagnosis of borderline personality has been found to result in cost reductions 
associated with the use of mental health services that significantly exceeds the cost of 
treatment as usual (Meuldijk, McCarthy, Bourke & Grenyer, 2017). The Australian 
Psychological Society Ltd (2010), the largest of all non-medical representative 
organisations for health professionals in Australia, state that the delivery of 
“…evidence-based psychological interventions by appropriately trained mental health 
professionals is seen as best practice…” (p.1) when delivering therapeutic 
interventions. The concept of evidence-based practice refers to a mental health 
professional’s capacity to draw upon the empirical research of a particular 
intervention and integrate the core concepts into their decision making to deliver an 
informed therapeutic approach (Webber, 2011). Evidence-based approaches and 
interventions identified Australian Psychological Society Ltd (2010) and Cristea et al. 
(2017) for individuals with a diagnosis of borderline personality disorder treatment 
include: cognitive analytic therapy, cognitive behaviour therapy, transference-focused 
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therapy, dialectical behaviour therapy, mentalization-based therapy, and medication. 
In addition to transference-focused therapy, dialectical behaviour therapy (DBT) and 
mentalization-based therapy (MBT) identified by the Australian Psychological 
Society Ltd (2010), Choi-Kain, Finch, Masland, Jenkins, & Unruh (2017) also 
identify schema- focused therapy (SFT) and systems training for emotional 
predictability and problem solving (STEPPS). 
3.5.1. Cognitive Analytic Therapy 
Cognitive analytic therapy is an interpersonal therapy that repeats patterns 
found in relationships while also providing integration based on various theoretical 
perspectives. These perspectives may include cognitive and analytic, Vygotskian, and 
Bhatinian concepts in consideration of self (Australian Psychological Society Ltd 
[APS], 2010; Lawn & McMahon, 2015; Ryle & Kerr, 2002). Cognitive analytic 
therapy features the assumption that individuals with borderline personality disorder 
have developed characteristic reciprocal roles, reflecting their early formative 
experiences. These roles typically focus on their primary caregivers. However, it is 
recognized that, optimally, individuals with borderline personality disorder internalize 
the different healthy and adaptive roles that allow them to evaluate other people’s 
behaviour and respond appropriately (Ryle & Kerr, 2002; Stoffers et al., 2012). 
During cognitive analytic therapy, individuals diagnosed with borderline personality 
disorder learn how to enact both portions of a reciprocal role. It is possible that the 
individual enacts either the adult or the child. In this context, an individual abused as 
a child may present as an abused victim, yet show ways that they are abusive towards 
others (potentially including the therapist). In this scenario, the reciprocal role can be 
illustrated as being disrespectful towards others and/or self (APS, 2010; Lawn & 
McMahon, 2015). This scenario shows that there is too much pain attached, 
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prohibiting the individual from being able to experience that role, causing the 
individual to position themselves in the opposite role of the abuser (Ryle & Kerr, 
2002; Stoffers et al., 2012). 
As a result, cognitive analytic therapy concerns itself with internalized 
reciprocal roles that influence interpersonal relations and self-management. It is 
assumed through cognitive analytic therapy that these roles create “templates” that 
show implications regarding the expectations of the individuals, including feelings 
and behaviours that are characterized in relationships. Therefore, these templates 
project pressures placed by the individual with borderline personality disorder on 
others, expecting them to behave predictably. The reciprocal roles show how the 
individual expects the other person to act towards him/her. This can be considered an 
abusive to abused role, commonly associated with feelings of anger and worthlessness 
(Lawn & McMahon, 2015; Ryle & Kerr, 2002; Stoffers et al., 2012). Thus, the 
reciprocal role commonly involves a parent and child, whereupon the parent provides 
negative behaviours towards the child, and the child relives the experiences of 
childhood. Through cognitive analytic therapy, this reciprocal role is transformed to 
reflect positive behaviours from the parent towards the child and feelings of security 
in the child (APS, 2010; Crowe, 2004). It is important to be aware that cognitive 
analytic therapy focuses on empathic validation of the internalized experience of the 
individual diagnosed with borderline personality disorder. At the same time, cognitive 
analytic therapy does not always assume that the recollection of the experience is 
accurate (APS, 2010; Lawn & McMahon, 2015). Therefore, cognitive analytic 
therapy utilizes procedures related to reciprocal roles that focus on sequences of 
mental and behavioural processes. These processes are commonly associated with 
affect resulting from awareness and which then guides the action (such as feeling 
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safe), yet lead to procedures of self-defeat, such as seeking constant reassurance (Ryle 
& Kerr, 2002; Stoffers et al., 2012). 
3.5.2. Cognitive Behaviour Therapy 
Cognitive behaviour therapy differs from cognitive analytic therapy. Cognitive 
behaviour therapy is known as a talking therapy focusing on the effect of thoughts, 
beliefs, and attitudes on feelings and behaviour. A secondary goal is to teach coping 
skills that individuals diagnosed with borderline personality disorder can use to deal 
with different problems (Lawn & McMahon, 2015; Norrie, Davidson, Tata, & 
Gumley, 2013). Cognitive behaviour therapy utilizes a combination of cognitive and 
behaviour therapy. Thus, cognitive behaviour therapy is based on the assumption that 
thoughts regarding particular situations can affect feelings and behaviour. Cognitive 
behaviour therapy focuses on stopping the cycle of negative thinking and is 
considered to be relatively flexible in order to adapt to the unique needs of the 
individual (APS, 2010; Lawn & McMahon, 2015). Current evidence as to the effects 
of cognitive behaviour therapy suggests that it can effectively treat problems with 
anger, anxiety, and panic attacks. At the same time, cognitive behaviour therapy is 
reputed to be able to treat mood disorders, such as borderline personality disorder or 
depression (Norrie, Davidson, Tata, & Gumley, 2013). This treatment is useful for 
those with substance/alcohol abuse issues, eating disorders, obsessive-compulsive 
disorders, phobias, sexual/relationship problems, or sleep problems (Ryle & Kerr, 
2002; Stoffers et al., 2012). In fact in some situations cognitive behaviour therapy has 
been shown to be as equally effective as medication for certain conditions, such as 
depression and anxiety disorders. However, cognitive behaviour therapy is designed 
to be short-term treatment (APS, 2010; Lawn & McMahon, 2015). One course of 
cognitive behaviour therapy may encompass twelve sessions spread out over twelve 
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weeks, resulting in one per week. Cognitive behaviour therapy sessions may be 
delivered in various ways: individually, in a group, self-help books, and/or computer 
programmes (Ryle & Kerr, 2002; Stoffers et al., 2012).  Therefore, the focal point of 
cognitive behaviour therapy sessions is to explore problems for individuals to work 
on and the related goals, plan how problems can be addressed appropriately, and 
explore feelings, thoughts, and/or behaviours. Ultimately, the goal of cognitive 
behaviour therapy is to teach the individual diagnosed with borderline personality 
disorder coping skills for different situations (Lawn & McMahon, 2015; Norrie et al., 
2013). Furthermore, cognitive behaviour therapy tends to favour equality and an 
environment without judgement as the individual and therapist work together (APS, 
2010; Lawn & McMahon, 2015). This suggests that the therapist needs to seek and 
consider the views and reactions of the individual. This can allow the therapist to 
develop the progression of therapy programs. Through collaboration, the individual is 
actively involved in therapeutic goal-setting (Ryle & Kerr, 2002; Stoffers et al., 
2012). 
3.5.3. Transference Focused Therapy 
Another therapy used for those diagnosed with borderline personality disorder 
is transference focused therapy. This type of therapy focuses on contemporary 
psychoanalytic therapy. Psychoanalytic therapy is believed to be effective because 
this type of thinking is believed to enhance understanding and treatment of 
personality disorders (Arntz, Stupar-Rutenfrans, Bloo, van Dyck, & Spinhoven, 
2015). The treatment of these personality disorders, and specifically borderline 
personality disorder, through the use of transference focused therapy includes 
different modifications of the technique to meet individual needs (APS, 2010; Stern & 
Yeomans, 2015). Transference focused therapy emphasizes that symptoms, including 
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behavioural manifestations, can be explained by internal mental or emotional factors. 
It is believed that these factors cannot commonly be seen visibly (Arntz, Stupar-
Rutenfrans, Bloo, van Dyck, & Spinhoven, 2015). Therefore, transference focused 
therapy emphasizes that attention must be paid to these factors and is considered to 
essential to treatment through psychotherapy. In fact, some of these factors may 
influence the treatment process and psychotherapy goals. Thus, problematic 
behaviours and symptoms previously found to be unclear, may be clear through the 
analysis of the experiences (APS, 2010; Stern & Yeomans, 2015). 
Transference focused therapy has been shown to be efficient in the treatment 
of borderline personality disorder symptoms. Research shows that other treatments 
focus on the reduction of symptoms. This is commonly done through the emphasis 
and use of coaching and guidance through therapy that teaches individuals how to 
control their behaviours (APS, 2010; Stern & Yeomans, 2015). However, transference 
focused therapy uses different actions. Transference focused therapy does place a 
tremendous amount of emphasis on the assessment and evaluation of the individual, 
as well as the establishment of a treatment contract (useful because it determines what 
conditions must be met by either party and are mutually agreed upon as the basic 
therapeutic framework). 
However, transference focused therapy places an even higher emphasis on 
assisting individuals in understanding shifts between personal experiences and the 
experiences associated with other people (Arntz et al., 2015; APS, 2010; Stern & 
Yeomans, 2015). These types of shifts (or splits) are shown within different 
experiences, both past and present, can exist in different scenarios, such as in places 
of employment, socially with peers and friends, with family, and within the treatment 
relationship. Therefore, transference focused therapy is divided into two major 
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phases. The first phase is important because it establishes the treatment structure, 
including setting limits on the destructiveness of the patient (Arntz et al., 2015; APS, 
2010; Stern & Yeomans, 2015). The second phase emphasizes the exploration of the 
individual’s mind and identity. However, there is an obvious overlap between the 
phases in order to account for initial observations and explorations. Finally, 
transference focused therapy may have continuous limit-setting occur between the 
therapist, treatment team, and individual (Arntz et al., 2015; APS, 2010; Stern & 
Yeomans, 2015). 
3.5.4. Dialectical Behaviour Therapy 
Considered the ‘Gold Standard’ of treatments for individuals diagnosed with 
borderline personality disorder (Choi-Kain et al., 2017), with over 30 randomised 
clinical trials (Safer et al., 2011) vouching for its efficacy. Dialectical behaviour 
therapy was developed through the efforts of American psychologist Marsha Linehan. 
The underpinning of dialectical behaviour therapy is a behavioural therapy approach 
(Fromene & Guerin, 2014; Jackson & Burgess, 2000). However, Linehan adapted 
cognitive behavioural therapy in order to meet the needs of individuals diagnosed 
with borderline personality disorder or those individuals that experience intense 
emotions (Koerner & Linehan, 2000; Koons et al., 2001). Specifically, dialectical 
behaviour therapy is useful for those that have repeated and chaos enduring features, 
such as self-harm, attempted suicide, alcohol/substance abuse, bulimia/anorexia, and 
relationships that are unstable (Linehan, 2000; Linehan et al., 1999; Olenchek, 2008). 
 Due to the efforts of researchers to improve dialectical behaviour therapy and 
the success of the treatment in individuals diagnosed with borderline personality 
disorder, the treatment is recognized as being the most effective psychological 
treatment (gold standard) for those with borderline personality disorder. The goal of 
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dialectical behaviour therapy is to change an individual’s behaviour that is considered 
by the client to be unhelpful (Koerner & Linehan, 2000; Lieb et al., 2004). However, 
dialectical behaviour therapy differs from cognitive behaviour therapy because the 
entire person is accepted, rather than just positive traits. Furthermore, there is an 
increased importance on the relationship between the individual and therapist when 
engaged in dialectical behaviour therapy. The purpose of this is to utilize this 
relationship as a continuous motivation tactic for the individual, encouraging change 
(APS, 2010; Linehan, Wilks, & Chelsey, 2015). The goals of dialectical behaviour 
therapy revolve around learning to manage and control difficult emotions. This is 
done by allowing the individual to experience emotions, that will then teach the 
individual to recognize and accept the emotions for what they are, rather than to react 
in a harmful way to the emotions (APS, 2010; Koerner & Linehan, 2000; Lieb et al., 
2004; Linehan et al., 2015). Therefore, the overarching goal of dialectical behaviour 
therapy is to find a balance between self-acceptance and change. 
There are four major elements that encompass standard dialectical behaviour 
therapy. The first element is individual therapy. The second element is group skills 
training. The third element is phone coaching. The fourth element is a consultation 
groups for therapists. The whole of these elements allow the greatest opportunities for 
change within the individual diagnosed with borderline personality disorder. Research 
shows that the group skills training used in dialectical behaviour therapy is important 
because it teaches individuals appropriate behavioural skills (APS, 2010; Koerner & 
Linehan, 2000; M. M. Linehan et al., 2015). These groups are taught similar to 
classes. The leaders, of which there are two, teach skills and the individuals in the 
group practice the newly-taught skills in everyday life situations, both in groups and 
individually (APS, 2010; Koerner & Linehan, 2000). In most cases, groups meet for 
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two and a half hours per week for approximately 24 weeks. However, this curriculum 
is commonly repeated at least once to obtain group skills training availability for an 
entire year. In other cases, subsets of skills are taught in order to meet the needs of 
particular individuals with differing circumstances (Lieb et al., 2004; Linehan et al., 
2015). 
At the same time, the individual therapy element of dialectical behaviour 
therapy is used to enhance client motivation. Individual therapy also allows 
individuals the opportunity to apply the skills learnt in group therapy in relation to 
challenges that are specific to their lives (APS, 2010; Koerner & Linehan, 2000). 
Standard dialectical behaviour therapy models have individual and group therapy 
running concurrently. Crisis coaching is commonly conducted over the phone and 
provides assistance in effective skill use when faced with difficult situations in 
everyday life. The goal of crisis coaching is to allow individuals support in between 
therapy sessions (Lieb et al., 2004; Linehan et al., 2015). The purpose of consultation 
opportunities between the treatment team is to provide support to therapists when 
treating individuals. Borderline personality disorder is commonly considered to be 
severe, complex, and requires a considerable amount of time to treat. Therefore, 
through consultations, the treatment team is kept motivated and adherent in order to 
provide effective treatment to individuals. The treatment teams meet weekly or 
fortnightly and are composed of those professionals that work with individual clients, 
as well as those engaged in group skills training (Koerner & Linehan, 2000; Linehan 
et al., 2015). 
There are four behavioural skill sets taught in dialectical behaviour therapy. 
These include mindfulness, distress tolerance, interpersonal effectiveness, and 
emotional regulation. The first skill set – mindfulness – is designed to teach the 
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individual how to be present and fully aware in a given moment. The second skill set 
– distress tolerance – is designed to teach the individual how to be tolerant of pain 
while enduring difficult situations, instead of trying to change it. The third skill set – 
interpersonal effectiveness – is designed to teach the individual ways to ask for what 
is desired and how to decline requests, yet maintain existing relationships and self-
respect. The fourth and final skill set – emotional regulation – is designed to teach the 
individual ways to change emotions that the individual wishes to change (Koerner & 
Linehan, 2000; Lieb et al., 2004; Linehan et al., 2015). Current research shows that 
the skills training obtained in dialectical behaviour therapy constitutes an effective 
intervention that may address a wide array of needs of certain individuals in different 
settings (Koerner & Linehan, 2000; Lieb et al., 2004; Linehan et al., 2015). 
Research and past experience shows that individuals obtaining dialectical 
behaviour therapy are faced with multiple issues that require treatment. Therefore, 
dialectical behaviour therapy is developed from a hierarchy of treatment targets (APS, 
2010; Koerner & Linehan, 2000). This hierarchy is useful for the therapist to ascertain 
what order treatment should occur and is based on priority. The first priority is to 
resolve life-threatening behaviours, including suicidal and self-injury behaviours. The 
second priority is to resolve therapy-interfering behaviours, including behaviours that 
will interfere with the provision of effective treatment. These behaviours are not 
limited to the individual, but can be conducted by the therapist and includes actions, 
such as late appearances for sessions, cancelling sessions, and/or not working together 
to meet treatment objectives (Lieb et al., 2004; Linehan et al., 2015). The third 
priority is to resolve quality of life behaviours, which include behaviours that interfere 
with quality of life. These may include crises related to housing, employment, and/or 
financial, as well as problems related to personal relations with 
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friends/family/significant other and co-existing mental disorders. The fourth priority 
is to resolve skills deficiencies through acquisition. To resolve this priority, new skills 
(behaviours) are taught in order to eliminate ineffective and/or inappropriate 
behaviours in order to assist individuals in reaching their goals (Lieb et al., 2004; 
Linehan et al., 2015). 
There are four stages to dialectical behaviour therapy. These stages are 
defined by behaviour severity. However, therapists commit themselves to working 
with individuals to meet goals at each stage in the therapeutic process. The overall 
goal of dialectical behaviour therapy is to teach the individual the skills necessary to 
have a life that is considered to be worth living. The first stage accepts that the 
individual is miserable and participates in behaviours that are “out of control”. This is 
commonly found with the first priority of the hierarchy explored in the previous 
section. Thus, during the first stage, the individual is commonly engaging in self-
destructive behaviours (Koerner & Linehan, 2000; Lieb et al., 2004). Since 
individuals are commonly volatile during this stage, the primary goal is to achieve 
behavioural control. During the second stage, the individual may feel desperate and 
suffer due to previous traumatic and invalidating experiences. However, the 
individual’s behaviour is under control and there is an inhibited emotional experience. 
As a result, the goal of the second stage is to assist the individual to experience full 
emotions, allowing for post-traumatic stress disorder issues to be treated (APS, 2010; 
Linehan et al., 2015). The third stage involves assisting the individual in learning how 
to live. This is done through assisting to define life-long goals, establish and build 
self-respect, which will assist the individual in achieving a life of peace and 
happiness. The final stage of dialectical behaviour therapy involves assisting the 
individual in determining a spiritual existence in life and establishing a deeper 
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meaning to life. This stage is not for all individuals, but is beneficial for those that 
need to feel connected on a deeper level. This stage is designed to assist the individual 
in learning how to transition from feeling incomplete to a life of happiness (APS, 
2010; Lieb et al., 2004). 
3.5.5. Mentalization Based Therapy 
Mentalization based therapy is a psycho-dynamically-oriented psychotherapy 
designed to assist individuals diagnosed with borderline personality disorder 
(Bateman & Fonagy, 2018). The focus of this type of therapy is to assist individuals 
to learn how to separate and differentiate personal thoughts and feelings from those of 
other people. Mentalization refers to the ability of people to understand behaviours 
and feelings, as well as the association with specific mental states, in both self and 
others (Bateman & Fonagy, 2018; APS, 2010; A. Bateman & Fonagy, 2010). In 
essence, “MBT proposes that BPD symptoms arise when a patient stops mentalizing, 
leading patients to operate from pathologically certainty about other’s motives, the 
disconnection from grounding influence of reality, and a desperate need for proof of 
feelings through action” (Choi-Kain et al., 2017). 
Contemporary thought suggests that individuals diagnosed with borderline 
personality disorder do not have the same capacity as others for mentalization. At the 
same time, mentalization is found in traditional therapy, yet not a primary focus as it 
has in mentalization based therapy. In fact, mentalization is utilized in a safe, 
supportive setting during mentalization based therapy. However, as the approach is 
psychodynamic, it is not as directive as other therapies, such as cognitive behaviour 
therapy and/or dialectical behaviour therapy. Commonly, mentalization based therapy 
focuses on learning/practicing skills in social relationships, as well as independently 
with the therapist (APS, 2010; A. Bateman & Fonagy, 2010). 
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3.5.6. Medications 
Psychiatric medications refer to any pharmacological compound prescribed to 
treat mental health disorders or to aid in symptom reduction. The most common types 
of psychiatric medications include antidepressants and mood stabilizers (Brown, 
2001; Jackson & Burgess, 2000; Krieg, 2009). Treatment guidelines (Australian 
Government, 2011) and research suggest that psychiatric medications do not provide 
an overall improvement to individuals with a diagnosis of borderline personality 
disorder. Althoughthere is no evidence that psychiatric medication improves 
borderline personality disorder overall, some improvements are noted when using 
psychiatric medication to treat particular features of borderline personality disorder 
rather than the full spectrum of symptoms.  
In times of extreme distress or trauma, individuals with a diagnosis of 
borderline personality my experience psychotic like features including disassociation 
and perceptual disturbances such as ‘voices’.   Other times an individual with emotion 
modulation difficulties, such as extremes in emotional expression, may require the 
prescription of a mood stabiliser. Depressed mood is another common feature for 
individuals with a diagnosis of borderline personality disorder and at times of 
prolonged mood decline antidepressants have been found to be of short term use. 
When considering medications for individuals with a diagnosis of borderline 
personality disorder, ultimately “Prescribers are encouraged to avoid reactive 
prescribing and deliver psychoeducation about suggested medications which includes 
appropriate uncertainty about expected benefits” (Choi-Kain et al., 2017, p.28).     
3.6. Assessment before treatment  
Before treatment occurs it is usual in mental health service provision to firstly 
provide an assessment to clarify the specific Assessments are conducted in similar 
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ways. One assessment is the Diagnostic Interview for Borderline Patients (DIB-R). 
This is a well-known test used to diagnose borderline personality disorder. It involves 
a clinical interview that is semi structured (Arntz et al., 2015; Crowell et al., 2009; 
Linehan, 1993). The test itself is given by skilled clinicians. This test consists of 132 
items through 329 statements, based on areas of functioning (Koerner & Linehan, 
2000; Lieb et al., 2004; Stoffers et al., 2012). There are four areas of functioning 
analysed during the test. The first area is affect and considers depression, emptiness, 
anxiety, and similar emotions (Hoffman, 2007; Koerner & Linehan, 2000; Lieb et al., 
2004). The second area is cognition and considers perceptions, delusions, and 
paranoia (Fromene, Guerin, & Krieg, 2014; Gunderson, First, Arntz, Dietzel, & 
Dreessen, 2015). The third area is impulse action patterns and considers substance 
abuse, sexual impulsivity, and self-harm activities (Hoffman, 2007; Koerner & 
Linehan, 2000; Lieb et al., 2004). The final area is interpersonal relationships and 
considers abandonment, manipulation, and dependency (Lieb et al., 2004; Linehan, 
2000;  Linehan, 1993).  
Another commonly used assessment is the Structured Clinical Interview 
(SCID-II) that was initially used in 1997 (Arntz et al., 2015; Linehan, 1993; Stoffers 
et al., 2012). This assessment follows the criteria language in relation to the DSM-IV 
Axis II Personality Disorders. The assessment includes questions relating to the 12 
personality disorders (Linehan, 2000; Linehan, 1993; Stoffers et al., 2012). 
A third assessment is the Personality Disorder Beliefs Questionnaire (PDBQ), 
which is self-administered for tendencies related to personality disorders ( Linehan et 
al., 1999, 1991, 2015). 
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CHAPTER FOUR 
SKILLS AND QUALITIES OF HEALTH PROFESSIONALS 
In order to effectively provide treatment for individuals diagnosed with 
borderline personality disorder mental health professionals need to exhibit certain 
skills, education, knowledge, and qualities. Traits such as validation, acceptance and 
change, and trauma informed practices. 
4.1. Skills, Education, and Knowledge 
Research shows that in order to effectively treat individuals diagnosed with 
borderline personality disorder, therapists must be committed to the delivery of long-
term therapy options (APS, 2010; Jackson & Burgess, 2000). Some argue that without 
adequate therapist training and development regarding borderline personality disorder 
diagnosis, symptoms, and treatment, the individual seeking assistance may be 
adversely affected (Lawn & McMahon, 2015; Wehbe-Alamah & Wolgamott, 2014). 
Poor progress in therapy can commonly be attributed due to lack of therapeutic 
boundaries. For instance, therapists may overstep boundaries and then lay blame on 
the individual for the therapist’s shortcomings. This can be particularly devastating to 
an individual diagnosed with borderline personality disorder due to on-going 
vulnerabilities around trust, rejection, and safety. Further, potential harm may come 
from therapists electing to no longer work with individuals with borderline 
personality disorder.  
As a result, therapists need to be adequately trained in a range of techniques to 
successfully treat individuals diagnosed with borderline personality disorder. 
Therapists need to use at least one of three techniques: (1) psychotherapy – therapist 
explores the patient's early childhood and develops a healthy relationship with the 
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patient in an attempt to resolve interpersonal issues. This type of therapy may be 
appropriate for individuals displaying some personality traits to the diagnosis of 
borderline personality disorder; (2) supportive counselling – less intensive than 
psychoanalytic. The therapist helps the patient with problems that are more current 
rather than trying to resolve early childhood issues. This type of approach may be 
more appropriate for people with significant traits as well as a formal diagnosis of 
borderline personality disorder; and (3) behavioural therapy – to reduce immediate 
behaviours that are either life threatening (suicide threats, self-mutilation) or interfere 
with quality of life (impulsivity, interpersonal difficulties and regulation of emotions) 
(Crowell et al., 2009; Sajadi, Arshadi, Zargar, Mehrabizade, & Haijari, 2015; Skodol 
et al., 2002). 
It is common for therapists to shun treating individuals diagnosed with 
borderline personality disorder due to the previously identified complexities and time-
consuming treatment requirements. Furthermore, the treatment of individuals with 
borderline personality disorder can be emotionally draining, not only to the 
individual, but also to the therapist (Bland, Tudor, & Whitehouse, 2007; Crowe, 
2004). These challenges are magnified when interwoven with the nature of an 
individual diagnosed with borderline personality disorder, especially when associated 
behaviours are a coping mechanism related to early trauma, which may impact how 
someone thinks, feels, and/or acts. This is especially true if the individual has spent 
time in the mental health system with no positive results (Lieb et al., 2004; Wehbe-
Alamah & Wolgamott, 2014). Based on these incidences, borderline personality 
disorder is considered exceedingly difficult to treat. In fact, since an individual may 
present commonly in crisis, it is difficult to explore deeper issues that may be 
instrumental to treatment. Other difficulties revolve around limitations and 
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boundaries, particularly with those therapists who are inexperienced with treating 
borderline personality disorder (Bland, Tudor, & Whitehouse, 2007; Crowe, 2004). 
 Mental health professionals, no matter their vocation, experience similar 
difficulties in relation to treating/assisting individuals diagnosed with borderline 
personality disorder (Bland et al., 2007; Crowe, 2004; Koerner & Linehan, 2000). 
More commonly individuals diagnosed with borderline personality disorder suffer 
from emotional vulnerability, fear of abandonment, and come from or face an invalid 
environment (Lawn & McMahon, 2015; Lieb et al., 2004; Skodol et al., 2002). This 
can make creating a viable treatment plan difficult because stressors that may seem 
insignificant can be devastating to the individual diagnosed with borderline 
personality disorder (Trull, Useda, Conforti, & Doan, 1997; Wehbe-Alamah & 
Wolgamott, 2014). Due to the crises and mood fluctuations, the therapists often 
become frustrated, hindering treatment progress. Yet, many of these issues have been 
resolved with the advent of dialectical behaviour therapy and promotion of a 
mindfulness and non-judgemental approach (Crowell et al., 2009; Grohol, 2013). As a 
result, the therapist has a clear framework that assists in borderline personality 
treatment (Lieb et al., 2004; Linehan, 2000). This framework considers a multitude of 
factors, such as the need for validation from clients and the need for boundaries for 
therapists (Olenchek, 2008). Moreover, dialectical behaviour therapy can be effective, 
despite assertions that this treatment is not the most effective approach for treatment 
of borderline personality disorder. On the other hand, dialectical behaviour therapy 
has been shown to be useful in treating other disorders (including anxiety disorders) 
and can be conducted as inpatient and outpatient treatment (Linehan et al., 1991; 
Olenchek, 2008). It is noted that the concept of dialectics is the foundation of 
dialectical behaviour therapy. The goal involves balancing opposing ideas (Koerner & 
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Linehan, 2000; Koons et al., 2001). In fact, the use of a dialectical approach is 
instrumental in recognizing the thought and behaviour patterns that characterize those 
with borderline personality disorder (Linehan et al., 1999, 1991, 2015). 
It is further argued that certain behaviours are caused by dialectical dilemmas, 
such as emotional vulnerability versus self-invalidation (Linehan, 2000; Linehan, 
1993). For example, a child that has suppressed negative emotions may later express 
these negative emotions in an extreme way (Crowell et al., 2009; Koerner & Linehan, 
2000; Olenchek, 2008). In other incidences, there are issues relating to active 
passivity versus apparent competence. Thus, the individual may exhibit extreme 
dependence for help, then in other situations, hide that help is needed due to shame 
(Koons et al., 2001; Linehan et al., 2015; Linehan et al., 1999, 1991). It is also 
common for crises to be unrelenting thereby inhibiting grieving. In this scenario, the 
individual is very emotionally vulnerable during crises, more so than in other 
situations, inhibiting all responses (Grohol, 2013; Koons et al., 2001; Lieb et al., 
2004). Thus, balance is needed in order to resolve the ‘chaotic emotional and 
behavioural state’ of the client. This is commonly found by the therapist who adopts 
an attitude of acceptance, yet also supports change. This requires that the therapist 
learn what balance is needed to be nurturing and kind towards the individual in 
comparison to focused solely on the behaviour patterns of the individual (Linehan, 
1993; Olenchek, 2008; Safer et al., 2011). Proponents of dialectical behaviour 
treatment show that the treatment has been empirically proven to be effective for 
those with borderline personality disorder, as well as with other disorders. One study 
compared two groups of women with borderline personality disorder. One group 
received dialectical behaviour therapy, while the other group received regular 
treatment (Koons et al., 2001; Lieb et al., 2004; Linehan et al., 2015). It was found 
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that those participating in dialectical behaviour therapy were less likely to engage in 
self-harm, required less psychiatric hospitalization, and were more motivated to 
attend therapy (Crowell et al., 2009; Koons et al., 2001; Linehan et al., 2015). 
A different study found that women with bulimia nervosa had fewer 
symptoms following treatment with dialectical behaviour therapy in comparison to 
those not in therapy. A third study found that female suicidal substance abusers with 
borderline personality disorder had higher benefits with dialectical behaviour therapy, 
showing that the dropout rate was lower at 36% and substance abuse decreased 
(Koerner & Linehan, 2000; Koons et al., 2001). 
In other cases, dialectical behaviour therapy has been beneficial for veterans 
suffering from borderline personality disorder and/or older adults with depression 
(Lynch et al., 2003; Olenchek, 2008; Safer et al., 2011). Those diagnosed with 
borderline personality disorder and those that work with individuals with borderline 
personality disorder know that benefits occur from utilizing medication and therapy. 
Thus, therapists assist in learning behavioural motives and learning how to experience 
and react appropriately to difficult emotions. This commonly requires that therapists 
be trained in dialectical behaviour therapy. Patients will want to ask how long the 
therapist has treated borderline personality disorder, type of training, number of 
borderline personality disorder patients being treated, feelings towards phone calls 
between visits, type of treatment used, and payment options (Linehan, 2000; Linehan 
et al., 1999, 1991). 
4.2. Validation, Acceptance, and Change 
It has been found that when validation is used, the individual diagnosed with 
borderline personality disorder will experience a decrease in emotionality. This is 
directly related to the biosocial theory in that borderline personality disorder is 
EFFECTIVE INTERVENTIONS 
 
76 
characterized by emotional dysregulation (unable to regulate several and/or all 
emotions). It is suggested that the disorder develops due to childhood emotional 
vulnerability and inappropriate environmental simulation to learn appropriate 
behavioural activities (Allen, 2013; Bruce, 2015; Stoffers et al., 2012). Through 
biosocial theory, it is shown that problems can develop due to the inability of parents 
to soothe the child suffering from over-emotionality or from invalidation. In some 
situations, it is found that if the child’s behaviour is extremely intense, parents may 
act strongly through “ignoring”, telling the child they are “over dramatic”, “shouting”, 
“hitting” or “disciplining,” which do not validate how the child feels (Allen, 2013; 
Bruce, 2015; Stoffers et al., 2012). Therefore, those diagnosed with borderline 
personality disorder feel the emotions in the same way distress is shown. Treatment, 
however, assists individuals diagnosed with borderline personality disorder to learn to 
feel in control. It is necessary that therapists understand that the individual diagnosed 
with borderline personality disorder believes their reality, even if it appears illogical. 
Therefore, it is important that the therapist acknowledge the feelings of the person, 
their suffering, and how reality distortions are distressing in order to facilitate a 
reduction in stress (Lieb et al., 2004; Stoffers et al., 2012). This acknowledgement 
allows the individual diagnosed with borderline personality disorder to feel like 
someone understands and hears them. However, it is crucial that the therapist validate 
the feelings and thoughts of the individual, no matter what his/her personal feelings 
are (Allen, 2013; Bruce, 2015; Koons et al., 2001). 
Acceptance helps the therapist in decreasing judgmental attitudes and will 
allow the individual to be accepted as they are (Lieb et al., 2004; Stoffers et al., 2012). 
Significantly, it is noted that individuals diagnosed with borderline personality 
disorder want to improve their behaviour but do not have the necessary skills. 
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Therefore, one skill taught is to live in the moment or currently. This is radical 
acceptance and allows for effective problem solving (Allen, 2013; Koons et al., 
2001). It is noted that validation reflects back to the other person’s feelings, even if 
they are not agreed with. It is noted that validation must involve “sympathy”, 
“compassion” and “empathy” (Allen, 2013; Crowell et al., 2009). Sympathy revolves 
around sensitivity towards the feelings of the individual, yet is not pity. Compassion 
refers to the awareness and understanding that another is suffering (Bruce, 2015; 
Koerner & Linehan, 2000; Olenchek, 2008). 
 It is noted that validation is unconditional acceptance. Validation does not 
involve judgement or value imposition. In fact, those diagnosed with borderline 
personality disorder need to feel this type of unconditional acceptance. Validation 
suggests that through paying attention, the therapist understands the communication 
and is able to reflect what was being said in order to assist in being heard (Safer et al., 
2011; Stoffers et al., 2012). The goal in reflection is to allow the therapist 
opportunities to hear the individual’s personal thoughts and responses to these 
thoughts, yet to truly understand, the therapist must consider personal reactions if s/he 
“were supersensitive”, “hyper vigilant” and “biased toward negative thinking” (Allen, 
2013; Bruce, 2015). 
Stress causes the issues to surface. However, validation of past events can 
assist in acceptance of trauma, allowing the individual to move on with daily life. 
Therefore, it is suggested to validate the past through acknowledgement in order to 
assist the individual with dealing with past pain and live in the present (Allen, 2013; 
Safer et al., 2011). Validation requires that the therapist be willing and able to 
acknowledge and accept the feelings/thoughts of the individual diagnosed with 
borderline personality disorder. These acceptances include behaviours and internal 
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experiences as well (Koons et al., 2001; Lieb et al., 2004). Validation is also useful in 
that it confirms relevant responses, regardless of what that response is (thought, 
emotion, sensation, and/or action) (Crowell et al., 2009; Koerner & Linehan, 2000). 
Validation, therefore, requires that the therapist remain empathetic to the experiences 
of the individual, yet communicate the sensibility of the individual’s response (Bruce, 
2015; Linehan et al., 1999, 1991, 2015). 
However, validation does not require that the therapist agree with the thoughts 
of the individual diagnosed with borderline personality disorder. It is also not about 
lying to the individual and is about acknowledging small accomplishments. It is not 
about focusing on the emotions of others or parroting words. However, it does mean 
that limits remain in place which do not include the provision of lessons or advice 
(Linehan et al., 1999, 1991, 2015). Validation is increasingly important because of the 
regulation of emotion that occurs with it. Furthermore, through validation, the 
individual is able to persevere through difficulties to reach a set goal. Finally, 
validation is exceedingly important because it recognizes that different points of view 
exist and all have some semblance of truth, improves existing relationships, which 
allows abandonment feelings to be decreased, while identity is enhanced (Koerner & 
Linehan, 2000; Olenchek, 2008; Stoffers et al., 2012). 
Research suggests that emotional dysregulation is experienced by those 
diagnosed with borderline personality disorder (Cavazzi & Becerra, 2014; Gratz & 
Roemer, 2004, 2008). For instance, in ordinary situations, people learn to control 
emotions. In contrast, individuals diagnosed with borderline personality are unable to 
control their emotions, especially anger (Gunderson, First, Arntz, Dietzel, & 
Dreessen, 2015; Koerner & Linehan, 2000; Speranza, 2013; Whitbourne, 2014). 
Many theories suggest that disturbances in relation to caregivers and their 
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relationships with the child are a significant contributing factor to borderline 
personality disorder. Furthermore, those diagnosed with borderline personality 
disorder have no consistent sense of self, have no concept of in-between areas (i.e.: 
people are good or bad), are overly dramatic, and cannot negotiate differences in self 
and others effectively (Cavazzi & Becerra, 2014; Speranza, 2013; Whitbourne, 2014). 
Classic views of borderline personality disorder characterize these 
abnormalities in relation to attachment bonds that cause the child to psychologically 
separate from the caregiver. In fact, the child is not separate to the degree of 
disassociation, but is separate enough to be stable (Cavazzi & Becerra, 2014; 
Gunderson et al., 2015; Whitbourne, 2014). Thus, it is important to note that 
borderline personality disorder is considered to be an emotional disorder that involves 
neuroticism that is notable as being influenced by biology, validation, and 
vulnerability (Arens et al., 2011; Gunderson et al., 2015; Sauer-Zavala & Barlow, 
2014). Moreover, those diagnosed with borderline personality disorder have strong 
negative emotions, as well as reactions to those emotions. Although most do not want 
to experience negative emotions, for the individual diagnosed with borderline 
personality disorder, the aversion to experiencing negative emotions results in coping 
strategies to avoid these feelings, which renders them unable to cope with difficult 
situations (Arens et al., 2011; Speranza, 2013; Whitbourne, 2014). Thus, those 
diagnosed with borderline personality disorder have generalized vulnerabilities, yet 
have issues related to invalidation from their caregivers. In these instances, 
individuals diagnosed with borderline personality disorder are made to feel as if their 
feelings do not matter in any way (Gill & Warburton, 2014; Speranza, 2013; 
Whitbourne, 2014). 
4.3. Trauma Informed Practice 
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Some suggest that, human services and mental health services in Australia 
have been ineffective in recognizing the relationship between trauma and the 
development of mental health disorders (Bateman, Henderson, & Kezelman, 2013; 
Davis-Salyer, 2015; Jackson & Burgess, 2000). One contributor to this is a lack of 
policy, which is caused by a deficiency in awareness and education regarding trauma-
informed approaches in relation to borderline personality disorder in particular. At the 
same time, it is shown that appropriate responses to trauma allows for decreased 
mental health disorders (Bateman, Henderson, & Kezelman, 2013; Davis-Salyer, 
2015; Krieg, 2009). Therefore, assumptions must be changed regarding the 
organization and provision of services and an effective workforce that can be 
supervised efficiently and create cultures that thrive on providing environments that 
are therapeutic for treating mental health disorders must be built (APS, 2010; Davis-
Salyer, 2015; Jackson & Burgess, 2000). 
It is important to find ways to assist service providers from transitioning from 
a caretaker to a collaborator role as programs move towards becoming trauma-
informed. To achieve this change, the entire system must learn how trauma can 
influence daily life (Australian Government, 2007; APS, 2010). With a strong 
program that utilised trauma-informed care, it is possible to minimise re-
victimisation, and increase wellness among all people (Davis-Salyer, 2015; Fallot & 
Harris, 2009; Krieg, 2009). 
At the same time, trauma-informed services are aware that recovery cannot 
occur until the individual is safe from harm (including violence and abuse) and some 
level of stabilisation has been achieved. Therefore, mental health practices are guided 
through philosophies to assist in eliminating these factors. Furthermore, research 
EFFECTIVE INTERVENTIONS 
 
81 
shows that the recovery-oriented approach requires a solid understanding of trauma 
(Fallot & Harris, 2009; Herman, 1997; Lawn & McMahon, 2015). 
Trauma, such as through lived experiences, must be recognized in order to 
develop effective trauma-informed care. It is also important to know that triggers may 
cause repeated issues related to the experience (Fallot & Harris, 2009; Fromene & 
Guerin, 2014). Therefore, those providers considering and/or using trauma-informed 
recovery-oriented services must consider the impact of trauma during recovery. These 
practices should be integrated to support individuals in recovery, yet not demand 
disclosure unless proper precautions are established (Jackson & Burgess, 2000; Krieg, 
2009; Lawn & McMahon, 2015). 
4.4. Recovery Based Approach 
 The notion of recovery underpins Australian mental health legislation, policy 
and service frameworks. Central to recovery is living well, with or without symptoms 
of mental illness, and a purposeful life with meaning. Hope is a key aspect of 
recovery focused services and helping people to achieve their dreams in spite of their 
mental illness (Australian Health Ministers’ Advisory Council, 2013).  Katsakou, 
Pistrang, Barnicot, White, and Priebe (2017) identify four challenges for therapists 
and individuals with a diagnosis of borderline personality disorder to address in 
order to promote recovery: Balancing self-exploration and finding solutions; 
Balancing structure and flexibility; Confronting interpersonal difficulties and 
practicing new ways of relating; Balancing support and independence. 
4.5. Professional Support 
Given that research has shown that borderline personality disorder is 
“characterized by extreme emotional intensity and is often prompted by and occurs 
within the context of interpersonal relationships, which frequently propels the sufferer 
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of the disorder and their loved ones into a world that seems dominated by chaos” 
(Fromene, Guerin, and Krieg, 2014, p. 599) professional support is necessary 
component of a mental health professionals’ tool kit. In part, difficulties evolve from 
the initial contact because mental health professionals commonly find it difficult to 
engage and maintain individuals with a diagnosis of borderline personality disorder in 
therapy (Gunderson et al., 2015; Koerner & Linehan, 2000). In other cases, 
individuals may not respond to therapy and increasing demands on available 
emotional resources (Arntz et al., 2015; Linehan, 2000; Stoffers et al., 2012). 
Arguably, treatment success is dependent upon the relationship quality between the 
individual and therapist where both sides of the relationship matter equally (Fromene, 
Guerin, & Krieg, 2014; Linehan, 1993; Stoffers et al., 2012). Thus, this relationship in 
itself is a way to assist individuals with borderline personality disorder to recover. 
Research indicates that there is an increased risk of burnout to those treating 
individuals with borderline personality disorder (Linehan, 2000; Linehan, 1993; 
Stoffers et al., 2012). Therefore, there is a significant emphasis placed on providing 
support by a therapist and is essential to treatment (Gunderson et al., 2015; Hoffman, 
2007; Stoffers et al., 2012). 
The dialectical behaviour therapy approach recognises the client/therapist 
relationship as being paramount to the therapeutic process. One component of 
dialectical behaviour therapy is the consultation team which encourages scenarios 
where dialectical behaviour therapy is provided to the individual with borderline 
personality disorder by the therapist, who, in turn, receives the same treatment 
(dialectical behaviour therapy) from colleagues to refine their technique as well as 
addressing any transference (Arntz et al., 2015; Crowell et al., 2009). This is one of 
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the reasons why dialectical behaviour therapy is considered to be a team approach 
(Stoffers et al., 2012). 
It is also important that the boundaries of any relationship are raised early 
defining what is acceptable behaviour from both the individual receiving treatment 
and the clinician themselves (Linehan, 1993; Stoffers et al., 2012). It is important that 
failures to adhere to these boundaries are resolved directly and promptly (Lieb et al., 
2004; Stoffers et al., 2012). This is best achieved when the therapist remains clear 
about personal limitations regarding particular individuals and ensure that these 
limitations are explicitly and clearly stated to the individual in question (Arntz et al., 
2015; Crowell et al., 2009; Stoffers et al., 2012). Linehan and her colleagues in 
various publications (Linehan et al., 1999; Linehan et al., 1991, Linehan et al., 2015) 
also state that it would be beneficial for the individual to learn to treat the therapist in 
a positive manner, rather than attempt to burn him/her out, causing a rejection 
(Linehan et al., 1999, 1991, 2015). It is therefore important to confront issues related 
to limitations in therapy and professional boundaries in the initial sessions. The goal 
of therapy is to identify overstepping of boundaries and limitations to the individual 
seeking treatment, then teaching skills needed for coping and engaging in effective 
communications (Fromene & Guerin, 2014; Fromene, Guerin, & Krieg, 2014; 
Gunderson et al., 2015). 
At the same time this process is not to be a one-way process and it is 
important for the therapist to also be available for assistance at agreed-upon times 
(Koerner & Linehan, 2000; Lieb et al., 2004) with a level of openness which 
communicates a genuine relationship. Importantly, the therapist must be willing to 
make reasonable efforts to help the individual, as well as treat him/her with respect in 
a non-judgmental manner. The therapist must continue to be reliable and maintain 
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professional ethics (Linehan, 2000; Linehan, 1993; Stoffers et al., 2012). Yet, the 
therapist cannot prevent the individual with borderline personality disorder from 
engaging in self-harm. In fact this needs to be made clear during the beginning of 
treatment sessions. Instead, the therapist should assist in helping to find more 
enjoyable aspects of life through recovery during treatment. Ultimately, dialectical 
behaviour therapy aims to enhance life, not prevent suicide (Gunderson et al., 2015; 
Hoffman, 2007; Koerner & Linehan, 2000). 
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CHAPTER FIVE 
STIGMA 
Renowned trauma specialist Judith Herman referred to borderline personality 
disorder (BPD) as a ‘sophisticated term of [patient] abuse’ (Herman, 1992, p.5 in 
Epstein, 2008). Judith Herman was referring to the idea that the stigma surrounding 
BPD, and the level of stigma that exists within the field of psychiatry in relation to the 
diagnosis of BPD, borders on abuse. Stigma not only contributes to poor outcomes 
but also hinders access to effective interventions for individuals with a diagnosis of 
BPD. This chapter discusses stigma: within the health systems and policy; its 
influence on health professionals seeking to provide effective interventions; and ways 
it is directed towards individuals with a diagnosis of BPD. People diagnosed with 
BPD are often labelled as ‘non-compliant’, ‘manipulative’, ‘treatment resistant’ or 
‘too difficult to treat’. Families may feel ‘judged’, ‘blamed’ and ‘not heard’. It seems 
to be evident that even society in general has only recently begun challenging stigma 
through social movements such as feminism and the anti-psychiatry.  
Before discussing stigma one must ask ‘what is stigma?’ Carr and Halprin 
(2002), who researched stigma and discrimination for Australians with a mental 
illness, define stigma as “…a mark or sign of disgrace or discredit, and ‘to stigmatise’ 
means to regard a person as unworthy or disgraceful. The consequences of being 
regarded in such a way include shame, humiliation, ostracism and despair” (p.1). 
Martin (2010) concurs suggesting that stigma is a socially constructed mark of 
disapproval, shame or disgrace and that it causes significant disadvantage by 
preventing opportunities. There seems to be consensus that stigma is more debilitating 
for clients with BPD than with other stigma attracting mental health diagnoses (Fraser 
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& Gallop, 1993; Markham, 2003; Forsyth, 2007 in Knaak, Szeto, Fitch, Modgill, & 
Patten 2015). 
5.1. Health Systems and policy 
As mentioned, the incidence of BPD internationally is believed to be between 
one percent (Ogden & Prokott, 2014) and 5.9% (Grant et al., 2008). However, the 
incidence of BPD may very well be underreported leaving systems ill equipped to 
provide focused services to individuals with a diagnosis of BPD. A range of factors 
contribute to underreporting of the incidence of BPD including a mental health 
professional’s reluctance to use the diagnosis of BPD given the fear that the client 
may then be rejected by the mental health system (Paris, 2007). The fear is then that 
clients with BPD would then be limited in service options when they seek treatment. 
In addition to a reluctance of health professionals to diagnose an individual with BPD, 
the World Health Organisation also recently excluded personality disorders from the 
mental illness disease burden internationally (Vigo, Thornicroft & Atun, 2016). The 
World Health Organisation offers health services and provides governments with 
direction in the delivery of responsive health services. There is concern that to 
exclude BPD and other personality disorders from a global burden of illness the 
stigmatisation of BPD will be further fostered.  
In Australia the two largest mental health service providers, public (area) 
mental health and independent mental health professionals who are subsidised 
nationally in Australia under the Medicare Benefits Scheme, both provide episodic 
care rather than treatment which is not indicated as being effective for the treatment 
of BPD (AIHW, 2015). As mentioned, the treatment approaches identified as most 
effective for BPD includes a mixture of resource development and individual 
psychotherapy rather than what is on offer through Australia’s most prominent service 
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system, public mental health. Similar to the World Health Organisation’s exclusion of 
BPD from the global burden of mental illness, the Australian health system’s failure 
to offer indicative services can lead individuals seeking services to feel a sense of 
disapproval, lack of worthiness, frustration, shame and alienation. It is these feelings 
that combine to create and reinforce stigma (Martin, 2010; Carr & Halprin, 2002). 
The exclusion of BPD in diagnosis, international service planning and funded 
service delivery adds to the present stigma. With the diagnosis of BPD being 
stigmatised and ultimately under reported, the disappointing result is that less services 
are available, and funding is not adequate, to provide efficacious treatment to 
individuals with a diagnosis of BPD. 
5.2. Health Professionals 
The occasional judgmental health professional, and the public mental health 
system delivery combined with the Medicare Scheme limitations, is not the soul 
instigator of stigma. As Hoffman (2007) succinctly states, “with the nine possible 
symptoms there exist over 200 different ways for the disorder to present itself, and 
this heterogeneity is further complicated by the fact that borderline personality 
disorder rarely stands alone. A high rate of co-occurrence exists with other disorders, 
which typically include major depression, bi-polar disorder, substance abuse, eating 
disorders, and anxiety disorders” (p.1). This complexity contributes to the BPD 
diagnosis being one of the more difficult, if not the most difficult, mental health 
disorder to treat. Therefore, individuals with a diagnosis of BPD find themselves, as 
suggested by Hoffman (2007), “the most stigmatized amongst a population already 
burdened with heavy stigma” (p. 2).  
The behavioural traits associated with BPD are also thought to contribute to 
the stigmatism of individuals with a diagnosis of BPD. A number of authors identify 
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that individuals commonly ‘test’ their therapists by being ‘impulsive’ or ‘pushing 
boundaries’ (Fallon, 2003; Hoffman, 2007; Jackson & Burgess, 2000). The result is 
that some therapists may choose not to treat individuals with a diagnosis of BPD or 
due to a lack of understanding, dismiss an individual presentation as being ‘attention 
seeking’ and not warranting ‘proper therapy’. It has been believed in the past that 
treatment for individuals with a diagnosis of BPD takes ‘more time’ and ‘energy’ and 
that few traditional interventions are effective in treating individuals with BPD 
(Aviram, Brodsky, & Stanley, 2006; Fromene & Guerin, 2014; Hoffman, 2007). 
However it is well documented that BPD is a legitimately recognised diagnosis, 
characterised by long-term complexity of personality traits, emotional responses and 
behaviours that cause extreme distress. Given the level of distress, it is critical that the 
mental health profession work towards a solution of effective and manageable service 
provision for DBT. So extreme are the features of BPD that at times individuals can 
present as if they are psychotic, depressed, manic and even in a dissociative state.   
A consequence of the complexity surrounding the diagnosis of BPD is that 
some therapists do not wish to treat those with borderline personality disorder due to 
the immense time and perceived difficulties attached to treatment. It would be very 
difficult to argue that individuals with a diagnosis of BPD are untreatable or would 
not benefit from even just a small level of symptom reduction. Yet in many service 
locations, it is possible for therapists to refuse to treat individuals in situations where 
skills, experience, or education are lacking in the area of complaint (Aviram, 
Brodsky, & Stanley, 2006; Hoffman, 2007; Lawn & McMahon, 2015). It has been 
suggested that health professionals should know who is experienced in treating 
borderline personality disorder and utilise their skill base to increase the capacity of 
other health professionals. It is essential that therapists receive adequate support and 
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education so that individuals with a diagnosis of BPD are afforded the same care and 
attention offered to other service consumers (Hoffman, 2007; Jackson & Burgess, 
2000). 
5.3. Individuals with Borderline Personality Disorder 
Stigma occurs with individuals with a diagnosis of borderline personality 
disorder. Even services designed to help those with borderline personality disorder 
may inadvertently stigmatise these individuals. The misconception that those with 
borderline personality disorder are averse to treatment and hard to work with adds to 
this stigma (Epstein, 2008; King, 2014; Kling, 2007; Warne & McAndrew, 2007). 
Therefore, those suffering from the symptoms of borderline personality disorder 
commonly have increased feelings of shame which intensifies the negative behaviours 
characterized by individuals with borderline personality disorder (Australian 
Government, 2007; Lawn & McMahon, 2015; Nehls, 1999). 
Families of individuals with a diagnosis of borderline personality disorder.  
also experience issues related to borderline personality disorder stigmatization. Major 
misunderstandings exist in relation to borderline personality disorder. According to 
Hoffman (2007), there are misunderstandings that may exist around families such as 
some literature which blames a ‘schizoprenogenic mother’ for the development of 
BPD in her child. 
5.4. Community Perspective 
The community has played a role in borderline personality disorder stigma 
(Nouvini, 2017). This is related to pre-existing problems, which compounds problems 
relating to borderline personality disorder. Misdiagnoses are common, causing 
another diagnosis to be assessed in place of the accurate diagnosis of borderline 
personality disorder (Hoffman, 2007; Nehls, 1999; Warne & McAndrew, 2007). As a 
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result, it is common for borderline personality disorder symptoms and potential 
diagnoses to either be missed or ignored. In fact, data indicates there is a five-year gap 
that occurs before an accurate borderline personality disorder diagnosis is made 
(Biskin, 2015; Epstein, 2008; Nehls, 1999). Medications also increase the confusion 
of the community regarding borderline personality disorder. For instance, no 
medications have currently been approved for borderline personality disorder 
treatment yet, according to Hoffman (2007), “it is not uncommon for an individual 
with borderline personality disorder to be on three, four, five, six or more 
medications” (p. 3). 
Some stigma occurs due to myths associated with borderline personality 
disorder. To begin with, it is believed that borderline personality disorder is not a 
valid diagnosis. This is because there was a lack of agreement and confusion 
regarding the symptoms of the disorder. This difference has occurred for a significant 
amount of the history of borderline personality disorder (Biskin, 2015; Epstein, 2008; 
Warne & McAndrew, 2007). Diagnosis validation did not occur until the disorder was 
included in the DSM-III during 1980. Since this time, validity has strengthened due to 
research findings that confirm biological disturbances in individuals with borderline 
personality disorder and that genetic factors influence the risk of the disorder 
(Australian Government, 2007; Nehls, 1999; Warne & McAndrew, 2007). 
Despite evidence to the contrary, some still doubt the existence of borderline 
personality disorder and consider the diagnosis to be a “catch-all”. The reasons for 
this are largely unclear, but it is suspected that the doubts in relation to the existence 
of borderline personality disorder exist because of the other mental disorders 
commonly found in concurrence with borderline personality disorder. As a result, 
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symptoms become more complex and increase diagnosis difficulties for borderline 
personality disorder (Jackson & Burgess, 2000; King, 2014; Kling, 2007). 
Unfortunately, myths such as this one has led to an increase of misdiagnoses. 
This is an important consideration because incorrect diagnoses are exceedingly 
stigmatic (Fromene et al., 2014; Hoffman, 2007; Jackson & Burgess, 2000). 
Commonly, diagnoses made in place of borderline personality disorder include 
bipolar, depression, anxiety disorders, and post-traumatic stress (Australian 
Government, 2007; Aviram et al., 2006). Unfortunately, due to common misdiagnoses 
of borderline personality disorder, the individual completes ineffective treatment, 
which increases frustration in the individual and families, causing hopelessness of 
recovery to grow (Epstein, 2008; Warne & McAndrew, 2007). 
One myth is especially disconcerting because it posits that almost every 
individual with borderline personality disorder is female. This is harmful twofold. To 
begin with, women are stigmatized because it is believed that mostly women develop 
borderline personality disorder. Furthermore, women will be less likely to accept the 
diagnosis due to this stigma (Lawn & McMahon, 2015; Nehls, 1999; Warne & 
McAndrew, 2007). Second, males do develop borderline personality disorder. 
Therefore, this stigma decreases the awareness that this disorder can occur in men 
(Jackson & Burgess, 2000; King, 2014; Kling, 2007). As a result, men commonly do 
not receive adequate treatment and continue to suffer due to lack of education and 
treatment (Nehls, 1999; Warne & McAndrew, 2007). 
A third myth is that borderline personality disorder cannot be accurately 
diagnosed before adulthood. It is noted that there are difficulties in diagnosing 
borderline personality disorder in children (Jackson & Burgess, 2000; King, 2014; 
Warne & McAndrew, 2007). At the same time, research shows that borderline 
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personality disorder symptoms commonly surface around puberty. Therefore, it is 
believed that the diagnosis of borderline personality disorder can, in fact, be made 
with assurance (Fromene & Guerin, 2014; Warne & McAndrew, 2007). However, it 
is possible that mental health professionals are reluctant to diagnosis a young person 
with borderline personality disorder, especially knowing the stigmas attached to the 
diagnosis (Australian Government, 2007; Hoffman, 2007; Warne & McAndrew, 
2007). 
The fourth myth is that borderline personality disorder does not respond to 
treatment. This myth discourages treatment (Warne & McAndrew, 2007). Due to this 
myth, individuals diagnosed with borderline personality disorder continue to suffer 
and face daily life disruptions such as in social, educational, and work activities. As 
daily life deteriorates for these individuals, they may become discouraged about the 
future. This myth probably evolved when borderline personality disorder was 
originally a source of distinction in the clinical world (Epstein, 2008; Warne & 
McAndrew, 2007). At this time, it was suggested that borderline personality disorder 
treatments were not effective, particularly not commonly used forms of 
psychotherapy and psychoanalysis. Thus, individuals would rarely improve, while 
others with borderline personality disorder declined (King, 2014; Kling, 2007; Krieg, 
2009). 
The fifth myth is that an individual diagnosed with borderline personality 
disorder has limited medication uses during treatment. This myth creates interference, 
preventing many individuals from receiving treatment (Nehls, 1999; Warne & 
McAndrew, 2007). It is believed that this myth is based by the conviction of some 
psychotherapists that borderline personality disorder is largely caused by 
environmental factors, therefore, it was believed by these same therapists that the only 
EFFECTIVE INTERVENTIONS 
 
93 
treatment is psychotherapy (Jackson & Burgess, 2000; King, 2014; Kling, 2007). 
Furthermore, it has been proposed that medications may interfere with psychotherapy 
processes because they may represent a quick resolution of symptoms, rather than 
permanent improvement achieved through psychotherapy (Fromene et al., 2014; 
Warne & McAndrew, 2007). The next chapter considers treatment locations for 
people diagnosed with borderline personality disorder. 
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CHAPTER SIX 
TREATMENT LOCATIONS 
Until the release of ‘A Guide to Accessing Services for Borderline Personality 
Disorder in Victoria’ (2015) by the Australian BPD Foundation Limited, in 
partnership with Spectrum Personality Disorder Service for Victoria, there had been 
limited information on the available service locations specific to individuals with a 
diagnosis of Borderline Personality Disorder. This guide identifies three main 
treatment locations as being Private Sector Services (including Primary Mental 
Health, Private Allied Health, Private Hospitals and Private Psychiatrists), Public 
Sector Services (Specialist Mental Health Service – Spectrum), and Public Mental 
Health Services.  
The National Mental Health Report (2013) and Clinical Practice Guidelines 
for the Management of Borderline Personality Disorder (NHMRC, 2012) similarly 
identify various treatment locations which are seen as five main treatment locations to 
access therapeutic interventions: Area (Public) Mental Health Services, including 
specialist Mental Health Services; Private Mental Health Services; Mental Health 
Community Support Services (MHCSS); services by Independently Practicing Mental 
Health Professionals; and Primary Mental Health Services.  
Although there is no specific data to identify the most commonly used service 
type or location for individuals with a diagnosis of Borderline, the National Mental 
Health Report (2013), identifies Australia’s two largest mental health service systems 
as the public (area) mental health, which provide public inpatient and community 
mental health services, and independently practicing mental health professionals 
predominantly funded under the Medicare Benefits Scheme.  
6.1. Locations and Processes for Treatment 
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For individuals with a diagnosis of borderline personality disorder therapeutic 
interventions can be accessed in a range of services. Crisis assessment and 
interventions may occur through dedicated Area (Public) Mental Health Services, 
psychiatric inpatient services or emergency departments situated in public hospitals. 
Non-crisis based assessment and support though primary health, independently 
practicing mental health professionals and private mental health services. 
Psychosocial rehabilitation through Psychiatric Disability Rehabilitation and Support 
Services as well as residential based services. Psychotherapy through primary health, 
independently practicing mental health professionals, area (public) mental health 
services and private mental health services. Whatever the case, therapeutic 
interventions for individuals with a diagnosis of borderline personality disorder are 
most effective when provided by informed and educated clinicians supporting an 
individual to be aware of their feelings and actions whilst not having those feelings 
control their life (Fromene et al., 2014; Linehan, 1993; Stoffers et al., 2012). 
Individuals diagnosed with borderline personality disorder commonly seek treatment 
that considers them as a cohesive individual, complete with social relationships and 
validates their individuality. Thus, this treatment is commonly in the form of a 
behaviour therapy based approach, allowing the individual to receive training and 
coaching in learning about feelings, interpersonal skills, and crisis coping 
management while also accepting the reality of life as it is currently being lived 
(Arntz et al., 2015; Hoffman, 2007; Stoffers et al., 2012). 
Therefore successful treatment is commonly holistic, allowing the individual 
to realise that they are not alone and that others have similar issues (Crowell et al., 
2009; Koerner & Linehan, 2000; Lieb et al., 2004). Successful outcomes usually 
incorporate individual therapy, group skills training, and education about borderline 
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personality disorder (Fromene & Guerin, 2014; Fromene et al., 2014). In some cases, 
treatment encompasses individual and family therapy, twelve-step facilitation, 
awareness of trauma and recovery and more (Linehan et al., 1999, 1991, 2015). The 
key is an individualised approach that considers the individual needs and experiences 
of the individual with the diagnosis of borderline personality disorder. 
 According to the NHMRC (2012, p.94), the literature fails to provide 
sufficient evidence to types of services and service locations that can effectively and 
safely deliver interventions for individuals with a diagnosis of Borderline Personality 
Disorder. Nor does the literature efficiently identify the roles of services in providing 
effective interventions. In the absence of the literature identifying effective 
interventions according to treatment location, the remainder of this chapter seeks to 
describe the five common treatment locations to be explored in the research as 
identified by The National Mental Health Report (2013) and Clinical Practice 
Guidelines for the Management of Borderline Personality Disorder (NHMRC, 2012) 
6.2. Mental Health Services located in the researched region 
The research explores the responses of stakeholders in the Southern 
Metropolitan Region of Melbourne, Victoria in Australia. In the researched region, 
six service types are identified that provide services to individuals with a diagnosis of 
borderline personality disorder. Although it is estimated that over $8 billon (in 2013-
2014) was spent on mental health-related services in Australia, which equates to $344 
for every Australian (AIHW 2015), there are no exact figures on funding allocations 
specific to the diagnosis of borderline personality disorder. Governmental reports and 
peer articles do not offer any estimate for the overall allocation of funds for the 
provision of interventions for individuals with a diagnosis of borderline personality 
disorder.  
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6.2.1. Area (Public) Mental Health Services 
Victorians with mental health concerns have access to mental health services 
via their GP or primary care provider, however people who are severely affected by 
their mental illness can be referred specifically to the specialist mental health service 
system. Typically access to area (public) mental health services is triggered by the 
impact or severity of an individual’s condition to rather than a specific diagnosis. 
According to the Department of Health and Human Services (2016, p,38), “More than 
67,000 people accessed Victoria’s clinical mental health services as registered clients 
during 2015–16.” 
In 2013-2014, $4.9 billion was spent on state and territory specialised mental 
health services, an average annual increase of 5.8% between 2009–10 and 2013–14 
(AIHW 2015). Of this, most was spent on public hospital services for admitted 
patients ($2.1 billion), followed by community mental health care services ($1.9 
billion) (AIHW 2015). Using these figures and the Australian Government (2011) 
estimates for individuals with a diagnosis of BPD receiving services, as outlined in 
chapter 1, it is estimated that over $1.3 billion of the area (public) mental health spend 
is on interventions for individuals with a diagnosis of BPD. 
In addition to the Area (Public) Mental Health Services in researched area, 
Spectrum a specialist personality disorder service provides specialist receives referrals 
from area-based clinical services and primary health providers such as GPs or private 
psychiatrists to individuals with a diagnosis of Borderline Personality Disorder. 
Spectrum is funded under the Victorian (Public) Mental Health Services ‘clinical 
mental health services’ budget, which is said to be $1.14 billion in 2015-16 
(Department of Health and Human Services 2016, p. 9) 
6.2.2. Private Mental Health Services 
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Individuals and their families, under private health insurance or on a fee for 
service basis, have the option of purchasing private mental health services mainly 
from private hospital settings when seeking treatment for Borderline Personality 
Disorder. Although there are no specialised Borderline Personality Disorder services 
currently in the Private Mental Health Sector, it is estimated that approximately 10% 
of patients treated have a primary diagnosis of borderline personality disorder and 
15% of patients hold a secondary diagnosis of borderline personality disorder 
(Rosenfeld, 2013).  
In 2013-2014, within Australia, an estimated government expenditure on 
specialised mental health services in private hospitals was $335 million (AIHW 2015) 
and rebates from private health insurance were estimated at $99 million (Department 
of Health and Ageing, 2013). 
The National Disability Insurance Scheme was introduced by the Australian 
government following the data collection for this research. It is not included as part of 
the service system due to its recent introduction and trial status that does not include 
the southern region where this study was conducted.   
6.2.3. Mental Health Community Support Services (MHCSS) 
Mental Health Community Support Services (MHCSS) focus on providing 
initiatives, activities and programs that assist individuals or groups to manage their 
own recovery and maximise their participation in community life. These services are 
usually provided free of charge with MHCSS accessing funds through government 
grants, specialist schemes, philanthropic activities and fundraising activities. 
According to the Victorian Government (2016, p,38), “The total number of 
people accessing MHCSS during 2015–16 was 12,354” and the annual allocation of 
government funding to Mental Health Community Support Services is $128 million. 
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These services were referred to as Psychiatric Disability Rehabilitation Support 
Services (PDRSS) at the time of data collection for this study so this terminology is 
reflected in this thesis. 
6.2.4. Independently Practicing Mental Health Professionals 
Independently practicing mental health professionals provide counselling, 
assessment and support services to a range of individuals with mental health concerns 
from professional rooms and group practices. Individuals seeking treatment usually 
have three options to purchase services: 1/ Fee for service; 2/ Medicare-subsidised 
services; and 3/ Private Health Insurance-subsidised services.  
In 2013-2014, $971 million in benefits, representing 5% of all Medicare 
subsidies paid by the Australian Government, were for Medicare-subsidised mental 
health related services (AIHW 2015). Largest of which was the expenditure on services 
($412 million) provided by independently practicing psychologists with independently 
psychiatrists ($301 million) the next largest expenditure group (AIHW 2015). Other 
mental health professionals to provide Medicare-subsidised mental health related 
services include social workers, credentialed mental health nurses, mental health 
specialist occupational therapists and psychiatrists.  
The literature does not identify an overall estimate of fee for services spend by 
individuals seeking effective interventions. The only estimate identified, by Hall et al 
(2001), examined the cost of counselling for individuals with a diagnosis of borderline 
personality disorder in Australia when compared to the cost with cost of treatment via 
Area Mental Health Services. Hall, Caleo, Stevenson, & Meares (2001) estimated an 
annual spend of $4,335 per individual per year for counselling which also happened to 
represent a saving of just over $18,000 when compared with costs of health services 
without counselling.   
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6.2.5. Primary Mental Health  
According to Dubovsky and Kiefer (2015), individuals with a diagnosis of 
borderline personality disorder account for 6% of individuals presenting to primary 
care settings.  Primary Mental Health teams are multi-disciplinary teams focusing on 
supporting the primary care provider groups of General Practitioners (GPs), 
Community Health Services, Psychiatric Support Services, Maternal Child Health 
Nurses and Family Services. This service provides primary consultations (direct care) 
via biopsychosocial assessment and collaborative shared care planning for primary 
care consumers of any age who have mental health problems such as anxiety, 
depression or related disorders, including co-occurring disorders, which have an 
impact on their quality of life and wellbeing. 
Some features of Primary Mental Health include 
• Access to a multidisciplinary team including consultant psychiatrist. 
• Assisting the person to identify the main issues for mental health 
interventions. 
• Assisting people to identify and access other support services within the 
community, including assistance with navigation of the mental health system. 
• Review assessments where there has been an incomplete response to other 
interventions including assistance in the development /management of 
treatment plans. 
The following chapter presents the study findings of the focus groups and 
online survey with mention of the advice provided by the Stakeholder Advisory 
Group. 
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CHAPTER 7  
RESULTS 
This chapter is divided into three sections. Each section of this chapter will 
explore findings from the participatory action research process including outcomes 
from the Stakeholder Advisory Group (SAG), focus groups, and the online survey.  
The first section discusses the findings of the Stakeholder Advisory Group 
(SAG) that supported the research through observation, reflection and insight, as an 
established body of constructivist knowledge on Borderline Personality Disorder 
(BPD). The second section explores the findings of focus groups with responses from 
consumer consultants, carer consultants and mental health professionals represented 
in the data. The final section identifies the responses of mental health professionals 
invited to participate in an online survey. 
7.1. Stakeholder Advisory Group  
 Six (n = 6) SAG participants were invited to advise on the research at three 
key phases as identified in the method chapter. SAG participants provided an 
established body of constructivist knowledge on BPD through a total of seventeen (n 
= 17) telephone contacts, fourteen (n = 14) face-to-face discussions and email 
correspondence on thirty occasions (n =30) offering an opportunity to support the 
research through observation, reflection and insight. The three key phases included at 
the commencement of the research, following the conclusion of focus groups and 
following completion of the online survey by mental health professionals who provide 
treatment to individuals with BPD. 
Table 1. Type of Participation by Stakeholder Advisory Group Members 
Type of  
Participation  
 
Telephone 
 
Email 
 
Face-to-face 
 
Total 
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SAG01 2 4 4 10 
SAG02 5 4 1 10 
SAG03 5 6 1 12 
SAG04 2 6 2 10 
SAG05 2 4 4 10 
SAG06 1 6 2 9 
Total 17 30 14 61 
 
 As documented in table 1, participation in the SAG varied between 
participants. Participants SAG01 and SAG05 preferred face-face to face meetings and 
participants SAG02 and SAG03 preferring to communicate via telephone. 
Participants SAG03, SAG04, and SAG05 requested additional clarifications through 
email resulting in six (n = 6) email correspondence for each of those participants. On 
average the student researcher communicated with each SAG participant over the 
telephone on more than two occasions, via email on 5 occasions and through face-to-
face to meetings on more than two occasions. 
7.1.1 Phase One Discussions 
During the initial phase of the research project, SAG participant opinion was 
sought on the composition of the focus groups, participants of the focus groups, 
questions to the focus groups and how the data may inform the research in identifying 
the most effective interventions for individuals with a diagnosis of BPD. Focus group 
themes, questions (See Appendix D) and the student researcher’s application for 
Review of More than Low Risk Research by the Human Research Ethics Committee 
(HREC) document were emailed to SAG. SAG05 noted, “Focus on elements of 
effective approaches would enable us to gauge what is currently effective and best 
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applied to individuals rather than an overall treatment.” SAG02 and SAG05 suggested 
that focus groups for consumer and carer consultants would be most effective as one 
on one interviews using the same questions format as focus groups. SAG02 noting, 
“Even though carers are employed by mental health services you’ll get the best results 
from the least threatening approach. They will feel most comfortable talking with you 
and not in a group.” The adaption of interviewing carer and consumer consultants was 
discussed with SAG01 and SAG02 as well as the student researcher’s supervisor that 
led to the adaption in methodological approach to gathering data during the focus 
group phase. 
SAG participants unanimously acknowledged the content of the focus groups 
and the research proceeded to the next phase of administering the focus groups 
without changes to the themes or questions outlined in the HREC document. 
7.1.2. Phase Two Discussions 
During two phase of the research project, SAG participants were asked to 
review the content of the online survey (See Appendix F) which was informed by the 
outcomes of focus group discussions.  All SAG participants were sent an emailed 
version of the online survey as prepared for the HREC (See Appendix A) A week 
following email contact, all SAG participants were contacted through their preferred 
methods of communication, with seven (n=7) face-face to face meetings and seven 
(n=7) telephone calls made by the student researcher to discuss the outcomes of the 
focus groups and the content of the online survey. SAG01, SAG02, SAG03 and 
SAG05 communicated with the student researcher twice during this phase to provide 
additional feedback and discussion. Through discussions with the student researcher 
SAG participants identified clarification of the most effective service locations, 
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individual therapeutic approaches, recovery orientation and a trauma informed 
approach as key areas for discussion. 
SAG participants with a clinical psychology background (SAG01, SAG03 and 
SAG06) felt the findings of the focus groups indicated a preference for a dialectical 
behaviour therapy approach with SAG03 noting “Interesting how the key features of 
DBT were identified and in particular focus group two and three.” SAG01 explained, 
“Interesting that some participants identified components of DBT phone coaching, 
even though most services don’t offer phone coaching and avoid using this valuable 
component of DBT.” SAG06 reported, “The focus groups have identified DBT 
without actually saying DBT. Interesting to see if the clinicians you are surveying will 
agree.”  SAG01 also stated “DBT program delivery has a range of requirements that 
not all the service locations have the capacity to deliver on. I think the service 
location identified in focus groups as most effective will present a range of difficulties 
and the additional resources required for a service to be effective will need 
consideration.”  
All SAG participants acknowledged a recovery orientation and trauma 
informed approach as being vital areas for further clarification through the online 
survey. SAG01 represented the sentiment of SAG participants in stating, “Given the 
government funds services on a framework of recovery-orientated practice its 
essential the industry shares this approach. I am glad to see this represented in focus 
group findings.” SAG04 identified that “The importance of a recovery approach and 
trauma informed care came out of the focus groups. Interested to see the level of 
importance clinicians place on key areas to successfully implement recovery and 
trauma informed care.“ SAG02 identifying “BPD specific programs with clear and 
consistent approaches that consider trauma for both the patient and their carer need to 
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be identified as a priority by mental health workers. Also more options for carers and 
support. Glad to see these questions there.”  
7.2. Focus groups 
As discussed in the methodology chapter, focus groups as well as personal 
interviews with consumer consultants were conducted as one off meetings. These 
groups actively sought to respond to the experiences and the needs of those within the 
service provider fields, and whose active consideration are embedded in the nature of 
the study.  
Table 2. Current Profession of Focus Group Participants 
Professional 
Background 
 
Frequency 
 
Percent 
Nursing 8 33.3 
Allied Health 5 20.9 
Lived Exper 3 12.5 
Medical Staff 3 12.5 
Managers 3 12.5 
Youth Workers 2 8.3 
Total 24 100.0 
Note.  Nursing = mental health nurses & registered nurses, Allied Health = 
psychologists and social workers, Lived Exper = individuals with a lived experience 
of BPD (including carers) and Medical Staff = psychiatric registrars and general 
practitioners. 
7.2.1. Background of individuals with a diagnosis of BPD 
Participants of the focus groups identified the age range of individuals with a 
diagnosis of BPD that they work with to be between fourteen (14) and fifty (50) years 
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of age. The mean age was approximately twenty-five (25.6) years of age. The overall 
ratio of female clients to male clients was identified as being 74:26.  
Table 3. Respondents Estimated Age of Clients with a diagnosis of BPD 
 
Age of Clients 
 
Valid N 
 
Minimum 
 
Maximum 
 
Mean 
 
SD 
Range Low 24 14.0 20.0 16.8 1.47 
Range High 24 20.0 50.0 33.2 8.95 
Average Age 24 18.0 32.0 25.6 3.99 
Note.  Range Low = Respondents Lowest Age of Clients with BPD, Range High = 
Respondents Highest Age of Clients with BPD, Average Age = Respondents 
Estimated Average Age of Clients with BPD. 
Table 4. Respondents Estimated Distribution of Clients According to Sex 
 
Sex of Clients 
 
Valid N 
 
Minimum 
 
Maximum 
 
Mean 
 
SD 
Male 24  40 19.6 10.31 
Female 24 60 100 79.8 10.05 
Other 24  5 0.6 1.69 
 
The economic status of clients was identified throughout the focus groups 
covering “the full range of socio economic status” which was also articulated by 
participant FG0305. Respondents identified “lower class”, “lower-middle class”, 
“middle class”, “upper class” with responses from the FG03 predominately 
identifying current class status as “lower” although backgrounds of origin 
predominately “middle class”.  Overall the median economic status identified was 
low-middle class. 
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Residential status of participant’s clients represented a full range with most 
representative response “living with family”. FG03 participants worked 
predominately with homeless and transient clients and identified individual clients 
with a diagnosis of borderline personality disorder “…are able to access temporary 
lodgings more easily than other clients but also changed lodgings on a more regular 
basis. Very few actually are on the streets.” Participant FG0306 
7.2.2. Services treating individuals with a diagnosis of BPD 
Participants of focus groups had a high level of awareness of services and 
referral options for individuals with a diagnosis of borderline personality disorder. 
Services identified by participants included those identified in table 5 below. The 
services commonly identified by participants were “CATT” (Crisis Assessment and 
Treatment Teams in the Area Mental Health Services), Area (Public) Mental Health, 
Spectrum, Private Practitioners & Services, and General Practitioners (respondents 
FG02P01, FG03P07, FG06P01 stating a “Mental Health Plan” were also identified 
with General Practitioners).  Of the common services identified by focus group 
participants, one hundred per cent (n = 24) identified Area (Public) Mental Health 
Services, seventy-nine per cent (n = 19) identified CATT services, and seventy per 
cent (n = 17) identified General Practitioners and Primary Mental Health Services as 
the most common providers of services to individuals with a diagnosis of borderline 
personality disorder.  
Table 5. Services to Individuals with BPD 
 
Services 
 
Frequency 
 
Percentage of Respondents 
AMHS 24 100.0 
CATT 19 79.2 
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PMHS 17 70.8 
PDRSS 15 62.5 
IMHP 14 58.3 
Spectrum 12 50.0 
PrMHS 9 37.5 
Priv Health Ins 8 33.3 
Note. AMHS = Area (Public) Mental Health Services, Spectrum = Spectrum – 
Victoria’s State-wide Service for Personality Disorders, CATT = Crisis Assessment 
and Treatment Team, IMHP = Independent mental health professionals, PHMS = 
Private Mental Health Services, PrMHS = Primary Mental Health Services, PDRSS 
= Psychiatric Disability Rehabilitation and Support Services, Priv Health Ins = 
Private Health Insurance. 
 Of the services identified by focus group participants, ninety-two per cent (n = 
22) believed Area (Public) Mental Health Services were currently the most effective 
when a client was in crisis with the remaining eight per cent (n = 2) identifying 
private practitioners as the most effective in crisis (See table 6).  
Table 6. Most Effective Crisis Service for BPD at present 
Most Effective  
Crisis Service 
 
Frequency 
 
Percent 
AMHS 22 91.7 
IMHP 2 8.3 
Total 24 100.0 
Note.  AMHS = Area (Public) Mental Health Services, IMHP = Independent Mental 
Health Professionals 
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As outlined in table 7, respondent’s views differed when they identified their 
clients as not being in crisis and requiring treatment with twenty-nine per cent (n = 7) 
believing Area (Public) Mental Health Services and the identical number (n = 7) 
believing Spectrum to be the most effective service providers when their client 
requires treatment outside a crisis. The most common response was that of thirty-
seven (n = 9) respondents who identified private practitioners. One (n = 1) respondent 
identified Psychiatric Disability Rehabilitation and Support Services. 
Table 7. Most Effective Treatment Service for BPD at present 
Most Effective 
Treatment Service 
 
Frequency 
 
Percent 
IMHP 9 37.5 
AMHS 7 29.2 
Spectrum 7 29.2 
PDRRS 1 4.1 
Total 24 100.0 
Note.  IMHP = Independent mental health professionals, AMHS = Area (Public) 
Mental Health Services, Spectrum = Spectrum – The Personality Disorder Service for 
Victoria, PDRSS = Psychiatric Disability Rehabilitation and Support Services. 
7.2.3. Area (Public) Mental Health Services treatment of BPD 
 Focus group participants responded negatively when clarification was sought 
as to the effectiveness of the Area (Public) Mental Health Services. When asked “Do 
Area (Public) Mental Health Services provide an adequate service to individuals 
diagnosed with borderline personality disorder?” seventy-five per cent (n = 18) of 
focus group participants responded “no”, twenty percent (n = 5) responded with “ok” 
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and one (n = 1) respondent believed Area (Public) Mental Health Services provided 
an adequate service to individuals with a diagnosis of borderline personality disorder. 
Table 8. Effectiveness of Area (Public) Mental Health Services for individuals with 
BPD 
 
Effectiveness of AMHS 
 
Frequency 
 
Percent 
Effective 1 4.5 
OK 5 20.8 
Not Effective 18 75.0 
Total 24 100.0 
   
 A variety of reasons for respondents’ perceptions about the effectiveness of 
Area (Public) Mental Health Services were then sought to offer additional 
clarification of their responses that services were ‘not effective’ including one 
respondent who indicated that services were ”ok”. Nineteen (n = 19) of twenty-four (n 
= 24) participants provided additional responses which were grouped into six main 
themes; Invalidating, Symptom Focused, Not Treatment Focused, Services Offered 
Differ, Access to Spectrum and Not Recovery Focused. The most common response 
was a belief that Area (Public) Mental Health Services are currently “not therapy 
focused” (FG0601) with nine (n = 9) respondents offering this response. In support of 
the notion of not being ‘therapy focused’ five (n = 5) respondents believed the current 
focus of AMHS to be predominantly on “symptoms” of BPD rather than therapeutic 
interventions for BPD. Respondent FG06P01 provided additional clarification in 
identifying that:  
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“Area Mental Health is focused on the symptoms that someone experiences. 
Using those symptoms to form a diagnosis. Then not providing treatment for the 
presentations that look like borderline personality. They provide treatment well to 
anxiety, depression and the longer term approaches needed for someone with extreme 
emotions don’t appear to be a priority. In fact they avoid treating them.”  
Respondent FG03P04 articulated that AMHS are “Too focused on symptom 
management and crisis.”  
Other responses included that AMHS were believed to be “invalidating” by 
eight (n = 8) respondents with respondent FG01P02 clarifying this response further 
“…you need to be suicidal to receive treatment for BPD”.  Eight respondents (n = 8) 
also felt that AMHS are not currently “recovery focused” which FG03P06 
commented, “mental health services are funded on the recovery model but assessment 
and treatment options are not always available. The central premise of recovery is 
hope and I don’t feel people feel that with mental health services”. Eight (n = 8) 
respondents also commented that they believed it to be difficult to access the state-
wide personality disorder service spectrum with participant FG04P01 reporting that 
“Spectrum when used is successful but not all have access to Spectrum”.  
Table 9. Respondents’ perceptions of Area (Public) Mental Health Service 
effectiveness 
 
Perceptions of AMHS 
 
Frequency 
 
Percentage of Respondents* 
Not Treatment Focused 9 47.4 
Invalidating 8 42.1 
Not Recovery Focused 8 42.1 
Access to Spectrum 8 42.1 
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Services Offered Differ 5 26.3 
Symptom Focused 4 21.1 
   
Note. *Percentage of respondents with additional comments.  
7.2.4. Area (Public) Mental Health Services Gaps & Deficiencies 
The perceived gaps and deficiencies in the Area (Public) Mental Health 
Services were sought with the greatest gap identified by respondents (n = 11) 
identified as being the high level of stigma within AMHS regarding the diagnosis of 
BPD. Respondent FG05P01 identified a need for AMHS to “reduce stigma around 
diagnosis” with FG03P06 believing that “Stigma is the biggest barrier to getting 
treatment. Stigma from health professionals, patients, families and the mental health 
services themselves.” 
Clinician’s knowledge (n = 9) of BPD assessment and treatment and then need 
for specialised education (n = 9) were identified as the next most common gaps and 
deficiencies in AMHS for the application of successful interventions. Comments 
included: “Clinician knowledge is lacking in assessment of BPD and treatment 
modalities” (FG01P04) and “accurate diagnosis and formulations can only be 
delivered with better training and supervision” (FG02P03). The suggestion of 
specialist clinicians embedded in AMHS was suggested by close to forty-two percent 
(n = 10) of participants. A further three (n = 3) respondents suggested specialist BPD 
services be more readily available from within AMHS catchments. FG02P02 
suggested “specialist clinics similar to headspace model embedded in each area 
mental health service location”. PG03P06 believed an additional option to be “therapy 
programs in Not-for-Profits with area mental health service input” being made 
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available to meet the perceived need for additional services within AMHS 
catchments. 
Table 10. Area (Public) Mental Health Service Suggested Improvements 
AMHS Suggested 
Improvements 
 
Frequency 
 
Percentage of Respondents 
Reduce Stigma of Dx 11 45.8 
Specialist Clinicians 10 41.7 
Clinician Knowledge 9 37.5 
Specialist Education 9 37.5 
Recovery Framework 6 25.0 
Collaborative Arrangements 5 20.8 
Consistent Services 4 16.7 
Specialist Services 3 12.5 
Note.  Reduce Stigma of Dx = Reduce Stigma of Diagnosis, Clinician Knowledge = 
Enhanced Knowledge of Clinicians in Assessment and Treatment of BPD, Consistent 
Services = Consistent Services to be Offered Across AMHS, Specialist Clinicians = 
Clinicians Specialising in BPD in all AMHS. 
7.2.5. Skills and attributes of clinicians treating BPD 
 The perceived skills and attributes of clinicians providing successful 
interventions were sought from focus group participants. Being able to maintain a 
non-judgmental approach was deemed the most common response with over sixty-six 
per cent (n = 16) of respondents indicating this attribute. FG02P06 suggested, “A 
variety personal attributes are required. The clinicians I find are most successful are 
those who have genuine compassion, can think laterally and support the patient in a 
way that is without judgment and are not rigid in their thinking.”  
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Respondents also identified ‘flexibility’ (n = 12), as the ‘ability to generate 
hope’ (n = 11), ‘empathy’ (n = 11) and an ability to be ‘validating’ (n = 10) as being 
the next most common responses.  FG03P04 agreed with the majority of participant 
responses by noting “Non-judgmental, empathetic and helping clients be hopeful 
about their future by validating how they feel now.” ‘Compassion’ (n = 3) and 
‘Spirituality’ (n = 1) were the least reported responses by focus group participants. 
Table 11. Personal Attributes of Mental Health Professionals 
 
Personal Attributes 
 
Frequency 
 
Percentage of Respondents 
Non-judgmental 16 66.7 
Flexible 12 50.0 
Ability to Generate Hope 11 45.8 
Empathy 11 45.8 
Validating 10 41.7 
Open 8 33.3 
Calm 6 25.0 
Thick Skin 5 20.8 
Lateral Thinking 4 16.7 
Understanding 4 16.7 
Patience 4 16.7 
Compassion 3 12.5 
Spirituality 1 4.2 
 
7.3.5.1. Personal experience  
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Personal experiences of clinicians providing successful interventions to 
individuals with a diagnosis of borderline personality disorder were sought from focus 
group participants. Sixty-two per cent (n = 15) of participants identified ‘a variety of 
social experiences’ as the most common attribute followed by fifty per cent (n = 12) 
suggesting a clinician having a ‘lived life’ as important. Lived experience was seen as 
assisting with empathy and understanding of interactions with a variety of people and 
experiences.    
Other responses of focus group respondents included ‘experiencing different 
cultures’ (n = 6), having the ‘lived experience’ of mental illness (n = 5), and having 
‘travelled’ overseas to experience different cultures (n = 5). Respondent FG0601 
identified five personal experiences including “interacting with different classes and 
communities to gain the best insight into a variety of needs patients with borderline 
have”. One respondent was not audible and recorded as ‘other’ in Table 12. 
Table 12. Personal Experiences of Mental Health Professionals 
Personal 
Experiences 
 
Frequency 
 
Percentage of Respondents 
Variety of Social Exp 15 62.5 
Lived Life 12 50.0 
Exp Different Cultures 6 25.0 
Lived Experience 5 20.8 
Travelled 5 20.8 
Interaction with Diff Class 1 4.2 
Other 1 4.2 
 
7.3.5.2. Professional experience 
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The professional experiences of clinicians providing successful interventions 
were sought from focus group participants. The most common response of ‘years of 
experience’ (n = 16) was identified by sixty-six per cent of respondents. Respondent 
FG02P03 further stated that, “the more experience the more effective in treating 
BPD”. Over fifty per cent of respondents identified ‘mentoring and supervision’ (n = 
13) and ‘treatment of BPD’ (n = 12) as the next most common responses. Respondent 
FG03P05 believed that “attending mentoring and supervision sessions in management 
of BPD is the key”. Two respondents offered an overarching statement in relation to 
professional experience. Respondent FG01P03 identified a “wide range of clinical 
experiences” and respondent FG02P01explaining that “Experienced professionals 
have experience with a variety of approaches, have failed, are less reactive and have 
the experience to predict and plan effective treatment. I would say years of practice 
are most important”. One respondent was not audible and recorded as ‘other’ in Table 
13. 
Table 13. Professional Experiences of Mental Health Professionals 
Professional  
Experiences 
 
Frequency 
 
Percentage of Respondents 
Years of Experience 16 66.7 
Mentoring and Supervision 13 54.2 
Treatment of BPD 12 50.0 
Range of Clinical Exp 11 45.8 
Tx Different Stages BPD 10 41.7 
Other 1 4.2 
 
7.2.5.3. Training 
EFFECTIVE INTERVENTIONS 
 
117 
The belief about which training was required for clinicians to be most 
effective in providing successful interventions was sought from focus group 
participants. Over sixty-six per cent of respondents identified ‘BPD Specific’ training 
(n = 16) as the most common training need for clinicians. Respondent FG02P03 
expanded his/her response in describing “Training that is more than just theory 
offering specific interventions which I can use immediately in my role”. Respondent 
FG01P04 identified “Skills in assessment, knowledge and skills in providing evidence 
based treatment” with fifty-eight per cent (n = 14) of respondents also indicating 
training in ‘evidence based approach’ as being the second most identified additional 
training. Over 50% of participants identified specific training topics that included 
‘treatment’ (n = 13), ‘assessment’ (n = 12) and ‘crisis management’ (n = 12). One 
respondent was not audible and recorded as ‘other’ in Table 14. 
Table 14. Additional Training of Mental Health Professionals 
Additional 
Training 
 
Frequency 
 
Percentage of Respondents 
BPD Specific 16 66.7 
Evidence Based Approach 14 58.3 
Treatment 13 54.2 
Assessment 12 50.0 
Crisis Management 12 50.0 
Working with 
Families/Care 
8 33.3 
Personal Development 7 29.2 
Other 1 4.2 
 
EFFECTIVE INTERVENTIONS 
 
118 
7.3.6. Most effective treatments for individuals with a diagnosis of BPD 
The most effective elements of treatment for individuals with a diagnosis of 
BPD were sought from focus group participants. One hundred per cent of focus group 
respondents (n = 24) identified ‘counselling’ as the most effective element of 
treatment. Many, including participant FG03P01, identified “Individual therapy with 
group life-skills program” as the most effective. The next most common responses 
identified by over fifty per cent of respondents included ‘crisis management’ (n = 19), 
‘consistency’ (n = 18), ‘mindfulness’ (n = 14), ‘individualised approaches’ (n = 14) 
and ‘skills development’ (n = 13).  
All participants indicated multiple elements of effective treatment with 
respondent FG02P06 identifying “a mixture of skills development in dealing with 
relationships, coping with crisis and emotions, and being able to focus on what is 
happening now” and respondent FG02P07 identifying “life skills, group work, 
individual therapy and helping in stressful times”. Two respondents also identified 
“Interventions which are specific to the situation and are individualised” (Respondent 
FG03P03) and “interventions that are based in the present and that are not based on 
previous contacts or generalised to the population of clients we are treating” 
(Respondent FG06P01). One respondent comment was not audible and recorded as 
‘other’ in Table 15. 
Table 15. Most Effective Interventions for BPD 
Most Effective 
Interventions 
 
Frequency 
 
Percentage of Respondents 
Individual Counselling 24 100.0 
Crisis Management 19 79.2 
Consistency 18 75.0 
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Mindfulness 14 58.3 
Individualised Approaches 14 58.3 
Skills Development 13 54.2 
Non-judgmental Approach 11 45.8 
Tolerating Emotions 11 45.8 
Clarity 9 37.5 
Relationships 8 33.3 
Coaching Life Skills 4 16.7 
Other 1 4.2 
 
7.2.7. Most effective time to provide treatment to individuals with a diagnosis of BPD 
 The most effective time to provide treatment to individuals with a diagnosis of 
BPD was sought from focus group participants. Most respondents identified ‘anytime’ 
(n = 9) or ‘following diagnosis’ (n = 8) as best time to commence treatment. A 
number of participants mentioned that commencement of treatment is contingent the 
individual’s circumstances. Respondent FG01P06 stated “anytime and the approach 
will depend on what is happening for the client and what the level of crisis is” and 
respondent FG03P07 thought the timing would “depends on consumer’s stage and 
commitment to new learning”. Four participants identified the relationship as being 
indicative of when to commence treatment with respondent FG04P02 stating 
“following considerable engagement”, respondent FG05P01 “when rapport has been 
established” and respondent FG02P06 “when an individual feels connected to a 
service”. 
Table 16. Most Effective Time to Provide Therapeutic Interventions for Individuals 
with BPD  
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Most Effective Time 
 
Frequency 
 
Percentage of Respondents 
Anytime 9 37.5 
Following Dx 8 33.3 
Crisis Over 3 12.5 
Stage of BPD 2 8.3 
Est Rapport 1 4.2 
Connect Service 1 4.2 
Total 24 100.0 
 
7.2.8. When are treatments ineffective for individuals with a diagnosis of BPD? 
 When treatment to individuals with a diagnosis of BPD are ineffective was 
sought from focus group participants. Over sixty-six per cent (n = 16) of respondents 
indicated that when an individual was ‘dysregulated’ or in crisis treatments were more 
likely to be ineffective. Low ‘commitment to treatment’ (n = 13) and ‘stigma from 
services’ (n = 12) was identified as the next most ineffective time to commence 
treatment. Difficulties were identified especially  “when consumer is not committed 
to the treatment” (respondent FG01P06), “stigma from service providers” (respondent 
FG03P02), “services pre-judge and the person seeking assistance doesn’t get the 
opportunity to a fair and reasonable assessment and treatment. Comes down to stigma 
of BPD” (respondent FG06P01) and “when rapport hasn’t been established” 
(respondent FG02P05). 
Specific treatment considerations were also raised by respondents. Two 
respondents specifically mentioned factors that identify when treatments are thought 
to be ineffective. “When you are providing treatment for other diagnosis and not 
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aware the primary concern is Borderline Personality Disorder” (respondent FG01P03) 
and “when using reality based therapy” (respondent FG02P07). 
Table 17. When are Interventions for Individuals with BPD Least Effective? 
When Interventions 
Are Least Effective 
 
Frequency 
 
Percentage of Respondents 
Client Dysregulated 16 66.7 
Low Commitment to Tx 13 54.2 
Stigma from Service 12 50.0 
Tx other Dx 10 41.7 
Rapport Not Established 8 33.3 
Using Non-indicated Tx  7 29.2 
Other 1 4.2 
 
7.2.9. Most desirable treatment location for individuals with a diagnosis of BPD 
The final task of the focus groups was to discuss, as a group, the most 
desirable treatment location for individuals with a diagnosis of BPD. Each focus 
group was given the task of considering all the information discussed during the focus 
group and to come up with a collective response as to the most desirable location to 
provide treatment for individuals with a diagnosis of BPD. Unanimously all six focus 
groups identified the need to separate most desirable treatment locations into two 
categories. The first being therapeutic interventions for individuals when in 
“overwhelming crisis” (FG02P07), and the second for the “on going therapeutic 
management of BPD” (FG01P04).  
When in “overwhelming crisis” (FG02P07) all (n = 6) focus groups identified 
Area (Public) Mental Health Services as the most desirable treatment location for 
EFFECTIVE INTERVENTIONS 
 
122 
individuals with a diagnosis of BPD. FG01P05 identified “when in crisis the public 
mental health services” and FG05P01 expanded on the general sentiment of focus 
group participants identifying “Public Mental Health has the legislative capacity, 
qualified staff, resources like inpatient service and CAT teams and the overall 
capacity to manage someone experiencing a crisis like suicidal thinking and actions”.  
Opinion differed between focus groups when identifying the most desirable 
treatment location for individuals with a diagnosis of BPD outside an extreme crisis. 
FG04 identified “Private clinician with specific skill and experiences with treatment 
of BPD” (FG04P01) whilst two-thirds (n =4) of the focus groups (FG01, FG03, 
FG05, FG06) identified “Not-for-profit service with a skilled mental health 
professional embedded within the service” (FG01P01) and “Not-for-profit 
organisation with an identified program to treat Borderline Personality Disorder” 
(FG03P03) as the most effective treatment location and approach. Participants of 
FG02 similarly identified “Primary mental health care setting with identified 
professional with DBT skills” (FG02P06) as being the most effective location and 
approach for individuals with a diagnosis of BPD outside an extreme crisis. Overall, 
FG05P01 summed up the sentiment of focus group participants identifying the most 
effective treatment location as “somewhere where the person can feel most 
comfortable going to receive therapy, interact with others in a group and in their own 
environment where most of the distress occurs.” 
7.3. Online survey 
As discussed in the method chapter, invited mental health professionals 
undertook an online survey, offering an opportunity to seek a wider community 
involvement, and consequently a greater impact on the capacity of acquired 
comprehension through a PAR framework. The online survey was administered 
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between the 3rd of August 2015 and the 10th of October 2015 with forty-four (44) 
respondents participating. Nominal, ordinal, interval, ratio and open-ended data, as 
outlined in the methodology chapter, was gathered through the online survey and is 
reported.  
7.3.1. Background of respondents 
 To establish the background of respondents, the online survey sought nominal 
data (sex and highest academic qualification) and ratio data (years of post-registration 
experience). 
7.3.1.1 Sex of Respondents 
 Nominal data sought from respondents of the online survey, reported as 
frequencies in table 18, indicates respondents’ sex. Of those who chose to complete 
the online survey (n=44), twenty-seven (61%) respondents identified as being female 
and seventeen (39%) respondents identified as male. No (n=0) respondents identified 
as other for their sex. Table 18 illustrates the frequency of responses. 
Table 18. Sex of Respondents 
 
Sex 
 
Frequency 
 
Percentage of Respondents 
Male 17 38.6 
Female 27 61.4 
Other 0 0 
Total 44 100 
 
7.3.1.2. Respondent Experience: Years of Practice 
 Ratio data sought from online survey respondents, as indicated in table 19, 
describes how many years of practice experience respondents had post initial 
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registration as a mental health professional. The mean response was between ten and 
fourteen years with a variance of 2.12 and standard deviation of 1.46. The most 
common response to the online survey was from respondents with between five and 
nine years of post registration experience (n=17) representing thirty-nine per cent of 
all respondents. Individual respondents with over twenty years experience (n=13) 
represented thirty per cent of the sample; respondents with between fifteen and nine-
teen years represented eighteen per cent (n=8); respondents with less than five years 
experience represented nine per cent (n=4); and respondents with between ten and 
fifteen years experienced represented the least amount of respondents (n=2). Table 19 
illustrates the frequency of responses.  
Table 19. Respondents Years of Practice (Post Registration) 
Years of 
Experience 
 
Frequency 
 
Percent 
<5 4 9.1 
5-9 17 38.6 
10-14 2 4.5 
15-19 8 18.2 
20 or more 13 29.5 
Total 44 100.0 
 
7.3.1.3. Respondent’s highest academic qualification 
Nominal data sought from respondents of the online survey, reported as 
frequencies in table 20, indicating respondents’ highest academic qualification. The 
mean response was graduate certificate with a variance of 2.38 and standard deviation 
of 1.54. The most common qualification of respondents was a masters degree, which 
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was held by thirty-four per cent (n=15) of respondents. Other participant’s indicated 
their highest academic qualification as being: bachelors degree (n=12); graduate 
diploma (n=9), professional doctorate degree (n=3); graduate certificate (n=2); 
diploma or equivalent (n=2); and PhD (n=1). 
Table 20. Highest Academic Qualification of Respondents 
Highest 
Qualification 
 
Frequency 
 
Percent 
Diploma or Equ 2 4.5 
Bachelor 12 27.3 
Grad Cert 2 4.5 
Grad Dip 9 20.5 
Masters 15 34.1 
Doctorate 3 6.8 
PhD 1 2.3 
Total 44 100.0 
Note.  Diploma or Equ = Diploma or Equivalent, Bachelor = Bachelors Degree, 
Grad Cert = Graduate Certificate, Grad Dip = Graduate Diploma, Masters = 
Masters Degree, Doctorate = Professional Doctorate Degree, PhD = Doctor of 
Philosophy. 
7.3.1.4. Current role of respondents 
To establish respondents’ current roles and perceptions of their roles, the 
online survey sought nominal data (current mental health profession and location of 
role), interval data (skills, knowledge & attributes and perception of role) and ratio 
data (time in current role, weekly time in role, time in role working with individuals 
with a BPD diagnosis).  
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7.3.1.5. Respondents’ current mental health profession 
 Nominal data sought from respondents of the online survey, was reported as 
frequencies in table 21, and indicated respondents’ current mental health profession. 
The most common mental health profession identified was that of mental health 
nurses representing forty three per cent (n=19) of all respondents. Twenty-five (25) 
other respondents indicated their professions including Occupational Therapists with 
a mental health specialty (n=9), Social Workers (n=8), Psychiatrists (n=4) and 
Clinical Psychologists (n=4). No response was received from mental health 
professionals who identify their profession as Psychologist (non-clinical) or 
Psychiatric Registrar. 
Table 21. Current Profession of Respondents 
Professional  
background 
 
Frequency 
 
Percent 
MH Nurse 19 43.2 
MH OT 9 20.5 
Psychiatrist 4 9.1 
Psych Reg   
Clin Psych 4 9.1 
Social Worker 8 18.2 
Total 44 100.0 
Note.  MH Nurse = Mental Health Nurse, MH OT = Occupational Therapist (Mental 
Health Speciality), Psych Reg = Psychiatric Registrar, Clin Psych = Clinical 
Psychologist. 
7.3.1.6. Respondent time in current role 
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 Ratio data sought from respondents of the online survey, reported as 
frequencies in table 22, indicate respondents’ reported years of employment in their 
current mental health professional role. The mean response was under five years 
experience in a respondents’ current role, and this was also the most common 
response with forty-three per cent (n=19), with a variance of 1.07 and standard 
deviation of 1.03. The next most common response to the online survey came from 
thirty per cent (n=13) of respondents who had between five and nine years 
experience; followed by respondents with between ten and fourteen years experience 
(n=7); and respondents with between fifteen and nineteen years experience with their 
current role represented the least number (n=5) of online survey respondents.  
Table 22. Respondent Years in current role 
Years in 
Current Role 
 
Frequency 
 
Percent 
<5 19 43.2 
5-9 13 29.5 
10-14 7 15.9 
15-19 5 11.4 
20 or more   
Total 44 100.0 
 
7.3.1.7. Respondent’s predominant place of employment 
 Nominal data sought from respondents of the online survey, reported as 
frequencies in table 23, indicate respondents’ current location of employment as a 
mental health professional. Respondents indicated where they predominantly 
performed their role. They chose from five identified service locations with others 
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also offered as an option for respondents’ who believed their service locations were 
outside the five identified. The most common place of employment identified by 
respondents was area (public) mental health services with eighty-four (84) per cent of 
respondents identifying community mental health services (n=25) and hospital based 
(public) (n=12) as their most common place of employ. Two (2) respondents 
identified private practice as their predominant place of employ, one (1) respondent 
identified private mental health services and four (4) respondents identified other.  
Table 23. Respondent’s Predominant Location of Employment 
Main Location 
of Employment 
 
Frequency 
 
Percent 
Hospital Based 12 27.3 
Individual Prac 1 2.3 
Group Prac 1 2.3 
PMH Comm 25 56.8 
PMHS 1 2.3 
Other 4 9.1 
Total 44 100.0 
Note.  Hospital Based = Hospital Based (area mental health services), Individual 
Prac = Individual Private Practice, Group Prac = Group Private Practice, PMH 
Com = Public Area (public) Mental Health Services, PMHS = Private Mental Health 
Services. 
7.3.1.8. Respondents’ average weekly hours spent in current role 
 Nominal data sought from respondents of the online survey, reported as 
frequencies in table 24, indicated average weekly hours spent in the current role of 
mental health professional. The mean response was 36.65 hours with a variance of 
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71.67 and standard deviation of 8.47. The longest period of time a respondent 
identified as the average time spent in their current role, was sixty (60) hours. The 
least average time spent by a participant in their current role was sixteen (16) hours. 
The most common response (n=21) was forty (40) hours spent in a respondent’s 
current role and this was indicated by forty-eight (48) per cent of respondents. Sixty-
four per cent (n=28) of respondents indicated that they spend, on average, over forty 
(40) or more hours in their current role. 
Table 24. Respondents Average Weekly Hours Spent in Role 
Average  
Weekly Hours in Role 
 
Frequency 
 
Percent 
16hrs 1 2.3 
17-24hrs 4 9.1 
25-32hrs 11 25.0 
33-40hrs 21 47.7 
41-48hrs 5 11.3 
49-56hrs 1 2.3 
57-64hrs 1 2.3 
Total 44 100.0 
Note.  Respondents provided the number of hours for their response to this question 
with responses grouped into 8-hour groups that represent 0.2 of an Equivalent to Full 
Time (EFT) employment. 
7.3.1.9. Respondents’ average weekly hours spent working with individuals with a 
diagnosis of BPD 
 Ratio data sought from respondents of the online survey, reported as 
frequencies in table 25, indicates respondents’ average weekly hours spent working 
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with individuals with a diagnosis or prominent BPD traits during their current mental 
health professional role. The mean response was 12.53 hours with a variance of 66.44 
and standard deviation of 8.15. Two (2) respondents identified the most time, and on 
average spent each week working directly with individuals with a diagnosis of BPD 
and/or prominent BPD traits in their current role, as thirty (30) hours. The least 
average time spent by an online survey respondent was identified as three (3) hours 
per week. The most common response (n=6) was five (5) hours a week spent in a 
respondent’s current role and this was indicated by eighteen (18) per cent of 
respondents. Thirty per cent (n=10) of respondents indicated they spend, on average, 
five (5) or less hours in their current role working with individuals who have a 
diagnosis of BPD and/or prominent BPD traits in their current role. 
Table 25. Respondents Average Weekly Hours Spent Working with Individuals with 
a diagnosis of BPD. 
Average  
Weekly Working Hours 
 
Frequency 
 
Percent 
5hrs or less 11 33.3 
6-10hrs 7 21.2 
11-15hrs 3 9.1 
16-20hrs 7 21.2 
21-25hrs 2 6.1 
26-30hrs 3 9.1 
Total 33 100.0 
Note.  Respondents provided the number of hours for their response to this question 
with responses grouped into 5-hour groups 
7.3.1.10. Respondents’ roles when working with individuals with a diagnosis of BPD 
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Interval data sought from respondents of the online survey, reported as 
frequencies in table 26, provides an insight into participants’ perceptions of their roles 
when working with individuals with a diagnosis or prominent BPD traits during their 
current mental health professional roles. Eighty-nine per cent of respondents who 
provided a response indicated prominently (Strongly Agree n=15 and Agree n=17) 
that they would like to improve their ability to respond to individuals with a diagnosis 
or prominent BPD traits. A similar number of respondents (Strongly Agree n=11 and 
Agree n=21) indicated that evidence informed approaches aided their capacity to 
perform their role to individuals with a diagnosis or prominent BPD traits. 
Respondents’ (Strongly Agree n=13 and Agree n=18) also indicated that further 
confidence would be present, when performing their role to individuals with a 
diagnosis or prominent BPD traits, with further training. Of the five Interval data 
items sought, participants agreed least that they had confidence in performing their 
role (Disagree n = 3, Strongly Disagree n = 2) and that their personal beliefs aided 
their ability to perform their role (Disagree n = 4, Strongly Disagree n = 2). Although 
the least reported, both confidence in performing the role (n = 23) and personal beliefs 
in assisting performance of current role (n = 22) were agreed upon as being important 
by over sixty per cent of respondents.    
Table 26. Respondents’ working with Individuals Diagnosed with BPD 
 
Working role 
 
M (SD) 
 
Strongly 
Agree 
 
Agree 
 
Disagree 
 
Strongly 
Disagree 
 
No 
Opinion 
Improve  0.78 (0.90)  15 17 2 1 1 
Evidence Inf 0.86 (0.76) 11 21 2 2 0 
Add Training 0.92 (1.02) 13 18 2 1 2 
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Confidence 0.97 (0.74) 8 23 3 2 0 
Personal Beliefs 1.33 (1.07) 2 22 4 2 3 
Note.  Improve = I would like to improve my ability to respond to individuals with 
BPD or BPD traits, Evidence Inf = evidence informed approach aids my ability to 
perform my role, Add Training = more confident with additional training, Confidence 
= confidence in performing role, Personal Beliefs = personal beliefs and life 
experiences aid my ability to perform my role. 
Interval data sought from online survey respondents, reported as frequencies 
in table 27, provides an insight into participants’ perception of the skills, knowledge 
and attributes aiding in effective interventions when working with individuals with a 
diagnosis or prominent BPD traits. ‘Non-judgemental stance’ was indicated as the 
most prevalent attribute with one hundred per cent of respondents identifying ‘Very 
Important’ (n = 31) or ‘Important’ (n = 5) with a SD of 0.35. Other skills, knowledge 
and attributes ranked highest included ‘Patience’ (‘Very Important’ n = 27 and 
‘Important’ n = 8), ‘Clinical Supervision’ (‘Very Important’ n = 26 and ‘Important’ n 
= 7), ‘Feedback’ (‘Very Important’ n = 22 and ‘Important’ n = 14), ‘Professional 
Knowledge’ (‘Very Important’ n = 22 and ‘Important’ n = 13), ‘Compassion’ (‘Very 
Important’ n = 22 and ‘Important’ n = 13) and ‘Understanding’ (‘Very Important’ n = 
22 and ‘Important’ n = 14). 
The least prominent skill/attribute was to have a thick skin with only eleven (n 
= 11) respondents seeing it as ‘Very Important’ and five (n = 5) respondents 
indicating ‘Not too important’. Of the twelve items sought to be rated in the interval 
scale, only ‘Specific Training’ was identified by a respondent (n = 1) as being ‘Not at 
all Important’. Some respondents did however note ‘No Opinion’ for ‘Understanding’ 
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(n = 1), ‘Not Taking Things Personally’ (n = 1), ‘Lateral Thinking’ (n = 2) and ‘Thick 
Skin’ (n = 2).  
Table 27. Skills, knowledge & attributes that aid effective delivery of therapeutic 
interventions  
Skills 
Knowledge 
Attributes 
 
M (SD) 
 
Very 
Important 
 
Important 
 
Not too 
Important 
 
Not at all 
Important 
 
No 
Opinion 
Non-Judgment 0.14 (0.35) 31 5 0 0 0 
Patience 0.28 (0.51) 27 8 1 0 0 
Cl Supervision 0.36 (0.64) 26 7 3 0 0 
Feedback 0.39 (0.49) 22 14 0 0 0 
Prof Knowl 0.42 (0.55) 22 13 1 0 0 
Compassion 0.47 (0.61) 21 13 2 0 0 
Understanding 0.50 (0.77) 21 14 0 0 1 
Specific Train 0.61 (0.77) 19 13 3 1 0 
NTT Personal 0.58 (0.81) 19 15 1 0 1 
Flexibility 0.58 (0.65) 18 15 3 0 0 
Lateral Think 0.61 (0.98) 15 17 2 0 2 
Thick Skin 1.00 (0.99) 11 18 5 0 2 
Note. Non-judgment = Non-judgmental stance, Cl Supervision = Clinical 
Supervision, Feedback = Open to Feedback, Prof Knowl = Professional Knowledge, 
NTT Personal = Not Taking Things Personally, Specific Train = Specific Training in 
BPD. 
7.4.2. Background of respondents’ clients with BPD and/or prominent BPD traits 
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To describe respondents’ clients with a diagnosis of BPD or prominent traits 
of BPD, the online survey sought ratio data (distribution of respondents’ clients 
according to sex, and age) 
7.4.2.1. Distribution of Respondents’ Clients According to Sex 
Ratio data sought from respondents of the online survey, reported as 
frequencies in table 28, indicated the estimated distribution of gender (sex) for 
respondents’ clients with a diagnosis or prominent BPD traits. Respondents indicated 
the sex of clients they provide mental health services to, with a diagnosis of BPD 
and/or have prominent BPD traits, to be predominately female. On average 
respondents indicated that sixty-five per cent (65%) are female, twenty-four per cent 
(24%) are male and one per cent (1%) other. The maximum percentage indicated by 
respondents for each sex was female one hundred per cent (100%), male ninety per 
cent (90%) and other ten per cent (10%). The standard deviation for females was 
31.80, males 24.28 and other 2.62. 
Table 28. Respondents Estimated Distribution of Clients According to Sex 
 
Sex 
 
Valid N 
 
Minimum 
 
Maximum 
 
Mean 
 
SD 
Male 36 0 90.0 23.6 24.2 
Female 36 10.0 100.0 64.7 31.8 
Other 36 0 10.0 1.0 2.6 
 
Ratio data sought from respondents of the online survey, reported as 
frequencies in table 29, indicates the estimated distribution of age (youngest, oldest 
and estimated average age) for respondents’ clients with individuals with a diagnosis 
or prominent BPD traits during their current mental health professional role. On 
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average, respondents indicated the age range of clients they provide mental health 
services to with a diagnosis of BPD and/or have prominent BPD traits as being 
between twelve (12) and eighty-seven (87) years. The age most common for clients of 
participants with a diagnosis of BPD and/or having prominent BPD traits, was 
identified as being twenty-seven (27) years. When estimating the youngest age of 
their clients the average age participants identified was eighteen (18) years with a 
standard deviation of 3.62. When estimating the oldest age of their clients the average 
age participants identified was fifty-one (51) years with a standard deviation of 15.01. 
When estimating the average of their clients, the average age participants identified 
was twenty-seven (27) years with a standard deviation of 5.40.      
Table 29. Respondents Estimated Age of Clients with a diagnosis of BPD 
  
Valid N 
 
Minimum 
 
Maximum 
 
Mean 
 
SD 
Range Low 36 12.0 28.0 18.4 3.6 
Range High 36 25.0 87.0 54.2 15.0 
Average Age 33 17.0 40.0 27.0 5.4 
Note.  Range Low = Respondents Lowest Age of Clients with BPD, Range High = 
Respondents Highest Age of Clients with BPD, Average Age = Respondents 
Estimated Average Age of Clients with BPD. 
7.4.3. Most Effective Treatment Modalities for individuals with BPD and/or 
prominent BPD traits 
Ordinal data sought from respondents of the online survey, reported as 
frequencies in table 30, illustrated the most effective treatment modalities for 
respondents’ clients with a diagnosis or prominent BPD traits during their current 
role.  
EFFECTIVE INTERVENTIONS 
 
136 
Respondents rated the effectiveness of eleven (11) therapeutic treatment 
modalities ranking them from most effective (=1) to least effective (=11) treatment 
modalities for individuals with a diagnosis of borderline personality disorder and/or 
prominent borderline personality disorder traits. Dialectical behaviour therapy (DBT) 
was ranked the most effective treatment modality with sixty-four per cent (n = 21) of 
respondents selecting DBT as ‘Most Effective’ equating to a mean of 2.00 (SD 1.98). 
ACT (mean = 4.62 SD = 2.98), Mindfulness (mean = 5.35 SD = 2.27), and MBCT 
(mean = 5.47 SD = 2.67) followed DBT as the next most effective treatment 
modalities of respondents’ whose clients have a diagnosis of BPD or with prominent 
BPD traits. CBT had the widest spread of responses with a SD of 3.39 and a mean of 
6.26 indicated it to be the fourth least effective treatment modality overall. 
Psychopharmacology was rated the least effective treatment modality with a mean of 
8.53 (SD 2.42) with CAT (mean = 7.74 SD = 2.50) and Life-Skills (mean = 7.71 SD 
= 2.68) also receiving low ratings in effectiveness from respondents. 
Table 30. Most Effective Treatment Modality for Individuals Diagnosed with BPD  
Most 
Effective 
Treatment 
 
M (SD) 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
DBT 2.00 (1.98) 21 6 2 2 2 0 0 0 0 
ACT 4.62 (2.98) 2 8 7 2 6 1 2 1 0 
Mindfulness 5.35 (2.27) 1 2 6 2 6 8 5 1 1 
MBCT 5.47 (2.67) 0 7 3 3 5 3 4 4 3 
Psychoedu 6.03 (2.68) 2 1 2 8 3 2 4 3 6 
MBT 6.09 (3.21) 3 4 3 2 2 2 4 5 3 
Psychother 6.21 (2.83) 2 1 4 3 3 7 3 0 7 
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CBT 6.26 (3.39) 3 2 4 4 2 4 2 1 2 
Life-Skills 7.71 (2.68) 0 2 2 1 2 2 4 6 6 
CAT 7.74 (2.50) 0 0 1 5 1 4 3 6 5 
Psychopharm 8.53 (2.42) 0 1 0 2 2 1 3 7 1 
Note.  1 = most effective and 9 = least effective. ACT = Acceptance and Commitment 
Therapy, CAT = Cognitive Analytic Therapy, Cognitive Behavioural Therapy, DBT = 
Dialectical Behaviour Therapy, Life Skills = Life-Skills Programs, MBT = 
Mentalization-Based Treatment, MBCT = Mindfulness Base Cognitive Therapy, 
Psychoedu = Psychoeducation, Psychother = Psychotherapy. 
7.4.4. Most Effective Services for individuals with BPD and/or prominent BPD traits 
To describe the most effective services for respondents’ clients with a 
diagnosis of BPD or prominent traits of BPD, the online survey sought interval data 
(most effective treatment modalities, most effective services in crisis, most effective 
services for recovery and most effective service if resources were readily available) 
and open-ended question responses. The online survey asked respondents to rank five 
(5) types of services (primary mental health services, area (public) mental health 
services, private mental health services, psychiatric disability rehabilitation and 
support services (PDRSS), and independent mental health practitioners) according to 
the most effective to least effective in supporting individuals with a diagnosis of 
borderline personality disorder and/or prominent BPD traits. Respondents were also 
requested to comment on why they had believed their highest ranked service to be the 
most effective using an open-ended question format. 
5.3.5.1. Most effective type of service when clients are in crisis 
Interval data sought from respondents of the online survey, reported as 
frequencies in table 31, provides an insight into participants’ perception of the most 
EFFECTIVE INTERVENTIONS 
 
138 
effective services in supporting individuals with a diagnosis or prominent BPD traits 
when in crisis.  Area (public) mental health services were identified by thirty-nine per 
cent of respondents (n = 13) as the most effective service type, for supporting 
individuals with a diagnosis or prominent BPD traits when in crisis, with a mean 
response of 1.83 (SD 1.15). The next most effective service types were private mental 
health services (M = 2.78 and SD = 1.24) followed by independent mental health 
professionals (M = 2.91 and SD = 1.35). The least effective service type of the five 
listed in the interval scale was the psychiatric disability rehabilitation and support 
services (M = 2.78 and SD = 1.24). 
Table 31. Most Effective Service Type for Individuals Diagnosed with BPD when in 
Crisis 
Most Effective 
Service 
 
M (SD) 
 
1 
 
2 
 
3 
 
4 
 
5 
AMHS 1.83 (1.15) 13 4 4 1 1  
PMHS 2.78 (1.24) 4 6 6 5 2 
IMHP 2.91 (1.35) 4 6 4 6 3 
PrMHS 3.00 (1.24) 2 7 7 3 4  
PDRSS 4.48 (0.67) 0 0 2 8 13 
Note.  1 = most effective and 5 = least effective. AMHS = Area (Public) Mental 
Health Services, IMHP = Independent mental health professionals, PHMS = Private 
Mental Health Services, PrMHS = Primary Mental Health Services, PDRSS = 
Psychiatric Disability Rehabilitation and Support Services. 
7.4.4.1. Respondent clarification: private mental health services as most effective for 
crisis management 
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 Respondents identifying private mental health services as being the most 
effective type of service for individuals with a diagnosis of borderline personality 
disorder, when in crisis, provided clarification for their selection using the open-ended 
question section. These responses included: 
 “Private independent practitioner/MHS most effective, due to continuity of 
care and resource availability compared with public services” Respondent OS001, 
 “the most group programs available” Respondent OS002, and “Community treating 
team. Whether it be private psych or public MH CCT. Allows the individual to use 
coping strategies and problem solve at home with support from someone known to 
them” Respondent OS007. 
7.4.4.2. Respondent clarification: area (public) mental health services as most 
effective for crisis management 
Respondents identifying area (public) mental health services as being the most 
effective type of service for individuals with a diagnosis of borderline personality 
disorder when in crisis, provided clarification for their selection using the open-ended 
question section. These responses included: 
 “public mental health service generally have an awareness of their needs and 
past history” Respondent OS003 
 “Public mental health, liaise with CATT services to develop management 
plans. I have come from an AMHS where the DBT program is run by mental health 
teams and it is very effective.” Respondent OS004 
 “A service that looks after clients whose predominant diagnosis is BPD. This 
service would specialise in the management of BPD. Additionally this service would 
offer inpatient services if required.” Respondent OS005 
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 “Depends if it is seen as chronic or acute crises. It is usually best that it is the 
current treating team regardless of where that is.” Respondent OS006 
 “A crisis service that either is integrated within or consults with a 
psychotherapy for BPD service. I think this would be most effective as it would 
potentially decrease the iatrogenic interactions people with BPD often have with crisis 
services whilst also potentially reinforcing the goals that are being worked on within 
the therapy.” Respondent OS009 
 “Public Mental Health Service: availability out of regular hours, capacity to 
provide service at short notice” Respondent OS010 
 “Public Mental health Services because of availability, e.g. 24 hr access hour, 
however, I have assumed the clinicians have specific skills.” Respondent OS13 
 “In crisis - consistent public mental health workers.” Respondent OS15 
 “Public mental health should be best for crisis in that it has the staff most 
equipped for acute presentations, sadly however service seems very dependent on 
clinician attitude and service culture.” Respondent OS18 
 “Public mental health/trained clinicians. They are able to sit with risk and 
manage situations without feeding into the crisis.” Respondent OS020 
 “Face to face services that are yet to be funded and need to be set up. NOT 
more telephone, triage, emergency services or voluntary services.” Respondent 
OS038 
 “Public Mental Health. Most suited due to legislation and capacity to deal 
with crisis” Respondent OS042 
 “Public Mental Health as they have the legislative capacity to support 
individuals in crisis and offer more restrictive practices when required. In addition 
access to psychiatrists and hospital admission.” Respondent OS044 
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7.4.4.3. Respondent clarification: psychiatric disability rehabilitation and support 
services (PDRSS) as most effective for crisis management 
Respondents identifying psychiatric disability rehabilitation and support 
services (PDRSS) as being the most effective type of service for individuals with a 
diagnosis of borderline personality disorder when in crisis, provided clarification for 
their selection using the open-ended question section. These responses included: 
 “Depending on complexity and severity. Public mental health can manage 
various service contacts.” Respondent OS011 
 “Specific crisis services that include short stay units” Respondent OS017 
 “Public mental health/trained clinicians...they are able to sit with risk and 
manage situations without feeding into the crisis.” Respondent OS020 
 “Public mental health in community setting (Community Care Team).” 
Respondent OS033 
7.4.4.4. Respondent clarification: primary mental health services as most effective for 
crisis management 
Respondents identifying primary mental health services as being the most 
effective type of service for individuals with a diagnosis of borderline personality 
disorder when in crisis, provided clarification for their selection using the open-ended 
question section. One response included: 
“Services that are trauma informed/ acknowledging the high prevalence of 
childhood trauma of people who are diagnosed with BPD. Services that challenge that 
diagnosis and offer alternatives such as complex post traumatic stress disorder which 
is less labelling and stigmatising and addresses underlying trauma issues that may 
likely have contributed to the person being unwell.” Respondent OS014 
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7.4.4.5. Respondent clarification: independent mental health practitioners as most 
effective for crisis management 
Respondents identifying independent mental health practitioners as being the 
most effective type of service for individuals with a diagnosis of borderline 
personality disorder when in crisis, provided clarification for their selection using the 
open-ended question section. These responses included: 
 “Independent to maintain consistency and limits” Respondent OS019 
 “Established current treating team. BPD needs consistency and dependable 
treating team that can manage a wide range of fluctuating situations.” Respondent 
OS020 
 “Depending on the severity of the BPD support is best offered by someone 
with an established relationship with the client who is versed in DBT or CBT, this 
could equally be either private or public.” Respondent OS040 
 “Practitioners who know the client so to encourage a consistent response.” 
Respondent OS041 
7.4.5. Most effective type of service in supporting client recovery 
Interval data sought from respondents of the online survey, reported as 
frequencies in table 32, provides an insight into participants’ perception of the most 
effective services in supporting individuals with a diagnosis or prominent BPD traits 
in recovery.  Area (public) mental health services were identified by twenty-seven per 
cent of respondents (n = 9) as the most effective service type, for supporting 
individuals with a diagnosis or prominent BPD traits towards recovery, with a mean 
response of 2.24 (SD 1.27). The next most effective service types were private 
independent mental health professionals (M = 2.72 and SD = 1.96) followed by 
private mental health services (M = 2.76 and SD = 1.24). The least effective service 
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type of the five listed in the interval scale was the psychiatric disability rehabilitation 
and support services (M = 4.00 and SD = 1.12). 
Table 32. Most Effective Service Type for Individuals Diagnosed with BPD for 
Recovery 
Most Effective 
Service Type 
 
M (SD) 
 
1 
 
2 
 
3 
 
4 
 
5 
AMHS 2.24 (1.27) 9 8 2 5 1  
IMHP 2.72 (1.96) 6 7 3 6 3    
PMHS 2.76 (1.24) 7 4 7 2 5 
PrMHS 3.28 (1.24) 2 4 10 3 6   
PDRSS 4.00 (1.12) 1 2 3 9 10 
Note.  1 = most effective and 5 = least effective. AMHS = Area (Public) Mental 
Health Services, IMHP = Independent mental health professionals, PHMS = Private 
Mental Health Services, PrMHS = Primary Mental Health Services, PDRSS = 
Psychiatric Disability Rehabilitation and Support Services. 
7.4.5.1. Respondent clarification: private mental health services as most effective for 
supporting recovery 
 Respondents identifying private mental health services as being the most 
effective type of service to support recovery for individuals with a diagnosis of 
borderline personality disorder provided clarification for their selection using the 
open-ended question section. These responses included: 
 “Private independent practitioner/MHS most effective, due to continuity of 
care and resource availability compared with public services.” Respondent OS001 
EFFECTIVE INTERVENTIONS 
 
144 
 “Community/ private psych/ case manager. To aid independence, coping 
mechanism and problem solving. Assuming responsibility for themselves.” 
Respondent OS007 
 “Private health practitioners because they provide a safe emotional 
environment, respect, curiosity and they teach the client to "put on the brakes'.” 
Respondent OS013 
 “Private mental health service - there is more focus/budget around group 
therapy” Respondent OS016 
7.4.5.2. Respondent clarification: primary mental health services as most effective for 
supporting recovery 
Respondents identifying primary mental health services as being the most 
effective type of service to support recovery for individuals with a diagnosis of 
borderline personality disorder provided clarification for their selection using the 
open-ended question section. These responses included: 
 “Once completed BPD treatment recovery should be supported by Primary or 
Private as this is sustainable.” Respondent OS004 
 “Ongoing training and guidelines, supports to deal with crisis (how to manage 
the situation rather than referring outwards), education around what BPD is and what 
behaviours to expect.” Respondent OS020 
  “Primary. It would need to specialise in BPD. Inpatient wards are not suitable 
for clients with BPD.” Respondent OS005 
 “Unsure” Respondent OS008 
 “An integrated service approach with public mental health management 
working towards private treatment. Depending on severity multiple services may need 
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to be managed towards the individual being able to take up private treatment or 
needing no treatment.” Respondent OS011 
 “Please refer to the advocacy done by the Mayo clinic, Van der Kolk and 
Judith Herman who argue for a less pathologising label.” Respondent OS014 
7.4.5.3. Respondent clarification: area (public) mental health services as most 
effective for supporting recovery 
Respondents identifying area (public) mental health services as being the most 
effective type of service to support recovery for individuals with a diagnosis of 
borderline personality disorder provided clarification for their selection using the 
open-ended question section. These responses included: 
 “depends on the individual and level of severity of difficulties. I think 
recovery is client centered and cannot given a blanket response to this question.” 
Respondent OS006 
  “Comprehensive service involving case management, crisis care access and 
therapy.” Respondent OS038 
  “The nature of the service is not relevant it is the relationship with the client 
and the practitioners expertise.” Respondent OS040 
7.4.5.4. Respondent clarification: independent mental health practitioners as most 
effective for supporting recovery 
Respondents identifying independent mental health practitioners as being the 
most effective type of service to support recovery for individuals with a diagnosis of 
borderline personality disorder provided clarification for their selection using the 
open-ended question section. These responses included: 
  “Independent practitioners and private health services. For those who can 
afford these services and are not in frequent crisis, I believe these services are the 
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most likely to offer the sort of therapy that people with BPD need. At present, the 
majority of public health services are not funded, set up, or supported to do the 
psychotherapeutic work that is required. Specialist services, such as Spectrum, would 
be the most effective for those with severe BPD who are unlikely to be able to be 
treated privately.” Respondent OS009 
 “Independent Practitioners: ability to develop a therapeutic relationship due to 
consistency, patient's choice of practitioner” Respondent OS010 
 “Private practitioners - develop a long-standing therapeutic relationship.” 
Respondent OS015 
 “Practitioners who can stay with the client for a long period of time provides 
consistency and able to model appropriate relationship patterns.” Respondent OS041 
  “Independent Practitioners as they can offer a consistent approach and are 
more likely to have specialisation in working with BPD traits.” Respondent OS44 
7.5.5.5. Respondent clarification: psychiatric disability rehabilitation and support 
services (PDRSS) as most effective for supporting recovery 
Respondents identifying psychiatric disability rehabilitation and support 
services (PDRSS) as being the most effective type of service to support recovery for 
individuals with a diagnosis of borderline personality disorder provided clarification 
for their selection using the open-ended question section. One response was offered: 
  “Not for profit services have the best attitudes on the whole but not 
necessarily the best training. Public mental health services should be the best but as 
noted above things seem highly dependent on individual clinician attitude and service 
culture.” Respondent OS018 
7.4.6. Most effective service with allocation of additional resources 
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Interval data sought from respondents of the online survey, reported as 
frequencies in table 33, provided an insight into participants’ perception of the most 
effective services in supporting individuals with a diagnosis or prominent BPD traits 
with the allocation of additional resources and funding.  Area (public) mental health 
services were identified by thirty per cent of respondents (n = 10) as the most 
effective service type, for supporting individuals with a diagnosis or prominent BPD 
traits towards recovery, with a mean response of 2.43 (SD 1.47). The next most 
effective service types were private independent mental health professionals (M = 
2.65 and SD = 1.43) followed by primary mental health services (M = 2.87 and SD = 
1.25). The least effective service type of the five listed in the interval scale was the 
psychiatric disability rehabilitation and support services (M = 3.65 and SD = 1.19). 
Table 33. Most Effective Service Type for Individuals Diagnosed with BPD with 
appropriate allocation of resources and funding 
Most Effective 
Service Type: 
Resources and 
Funding 
 
M (SD) 
 
1 
 
2 
 
3 
 
4 
 
5 
AMHS 2.43 (1.47) 10 2 4 5 2 
IMHP 2.65 (1.43) 6 6 5 2 4 
PrMHS 2.87 (1.25) 3 7 6 4 3 
PMHS 3.39 (1.47) 4 2 5 5 7 
PDRSS 3.65 (1.19) 0 6 3 7 7 
Note.  1 = most effective and 5 = least effective. AMHS = Area (Public) Mental 
Health Services, IMHP = Independent mental health professionals, PHMS = Private 
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Mental Health Services, PrMHS = Primary Mental Health Services, PDRSS = 
Psychiatric Disability Rehabilitation and Support Services. 
7.4.6.1. Respondent clarification: private mental health services as most effective 
service with additional resources 
Respondents who selected private mental health services as being the most 
effective service type, identified a range of service needs and resources that would be 
required to ensure the service is most effective. Respondents provided suggestions in 
the open-ended question section including: 
 “More BPD-specific programs and practitioners” Respondent OS001 
 “More collaboration between disciplines” Respondent OS002 
 “Further training and support” “NGO support for lifestyle factors.” 
Respondent OS007 
7.4.6.2. Respondent clarification: area (public) mental health services as most 
effective service with additional resources 
Respondents who selected area (public) mental health services as being the 
most effective service type, identified a range of service needs and resources that 
would be required to ensure the service is most effective. Respondents provided 
suggestions in the open-ended question section including: 
 “Additional training funds” Respondent OS003 
 “Staffing” Respondent OS004 
 “Increased staffing in public services, and MHCP that are able to be greater 
than 10 sessions per year for private practitioners.” Respondent OS006 
 “Allocation of proper time to conduct therapy with BPD clients, not just case 
manage them. Alongside this, training and supervision resources would be required.” 
Respondent OS009 
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 “Ongoing consultation and supervision and the ability to liaise with other 
services.” Respondent OS011 
 “Quality education to develop specific skills avail 24hrs therefore doing no 
more damage emotionally to this client group. The lived experience of consumers 
would also be extremely valuable.” Respondent OS013 
 “Consumer and expert clinician collaborative training focused on attitude, and 
common empirically supported treatment factors for services providing early 
intervention and specific evidenced based treatments for specialists providers.” 
Respondent OS018 
 “Sufficient funding including: secondary consultation team to address 
systemic issues, access to OCP collaboration and experienced therapists.” Respondent 
OS038 
 “More access to DBT (or CBT) programs with appropriately trained and 
supported staff.” Respondent OS040 
 “Education on evidence based practice.” Respondent OS041 
7.4.6.3. Respondent clarification: independent mental health practitioners as most 
effective service with additional resources 
Respondents who selected independent mental health practitioners as being 
the most effective service type, identified a range of service needs and resources that 
would be required to ensure the service is most effective. Respondents provided 
suggestions in the open-ended question section including: 
 “Funding to provide case management.” Respondent OS005 
 “Support network for practitioners” Respondent OS019 
 “Funding more sessions through Medicare!” Respondent OS042 
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 “Funding to provide more sessions and attend education specific in 
management of BPD.” Respondent OS044 
7.4.6.4. Respondent clarification: primary mental health services as most effective 
service with additional resources 
Respondents who selected primary mental health services as being the most 
effective service type, identified a range of service needs and resources that would be 
required to ensure the service is most effective. Respondents provided suggestions in 
the open-ended question section including: 
  “Adequate training” Respondent OS008 
 “Funding arrangements to enable Independent Practitioners to have more 
frequent and/or long term involvement” Respondent OS010 
 “More subsidies for DBT programs.” Respondent OS012 
 “Training and policies that support trauma informed care in mental health 
services and adapt the asca (adult survivors of child abuse) guidelines.” Respondent 
OS014 
 “Ongoing training and guidelines, supports to deal with crisis (how to manage 
the situation rather than referring outwards), education around what BPD is and what 
behaviours to expect.” Respondent OS020 
7.4.6.5. Respondent clarification: psychiatric disability rehabilitation and support 
services (PDRSS) as most effective service with additional resources 
There were no open-ended responses by respondents identifying psychiatric 
disability rehabilitation and support services (PDRSS) as being the most effective 
service type. 
7.4.7. Further comments from online survey respondents 
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 The final question of the online survey provided respondents with the 
opportunity to make open-ended comments regarding the surveyed topic. Twelve (12) 
participants choose to make comment and responses included: 
  “I believe that the new Youth DBT program is very effective and a cost 
effective way to deliver DBT to youth.” Respondent OS004 
 “There does not seem to be consensus within the medical profession as to 
how to treat BPD individuals. The frustration is that the public hospital does not have 
the specialised training, beds and resources to care for these clients. These patients 
take up most of your time on shifts, they actively split staff, they interfere with other 
clients and create disturbance on the ward. Within the community, I have witnessed 
paramedics becoming frustrated at patients with BPD, they should be included in this 
research and given training. I must say though, BPD is an individual case by case 
disorder, not one therapy works for all and I would say this disorder would have the 
most variance in types of treatment that are effective. You feel as though progress is 
made and then five steps are taken backward, it feels like a rolling door, this disorder 
is a hard disorder to nurse, its dangerous to nurses and mentally exhausting. I have 
attended many training sessions, however, usually there is an overview of this 
disorder, what we can expect and then stigma is addressed, no one gives you specific 
tools on how to deal with interactions. I have also noticed that whilst therapy is great, 
in the community straight after seeing a psychologist or spectrum, these clients will 
sabotage and are more prone to self-harm after receiving therapy. How far do you let 
someone go with self harm? In one aspect we are told to take a hands off approach if 
they self harm, however, when I have a client burning her arm in the community on 
the stove I do turn the power off and then I have to give her attention which she 
wants. Additionally, at what point do we let them take responsibility for their physical 
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safety in the community? I have also seen over and over that BPD clients seek out 
hospital admissions, this is such a big problem, they will actively do anything to get a 
hospital admission and I don't understand why a hospital admission is what they want, 
I understand from getting the attention they want and acknowledgement, it seems 
though when you acknowledge their feelings they take this as positive reinforcement. 
I commend your work, it’s fascinating and I really hope that it makes a difference 
because we are doing these clients a huge disservice. I honestly believe we are 
making their condition worse by our lack of training and insight, they are dependent 
on professionals to help them and we are currently failing.” Respondent OS005 
“I believe that there is a severe lack of funding for the treatment of BPD, both 
for the public mental health sector, as well as the failure of the Better Access 
Medicare scheme to make the length of treatment needed for private therapy 
affordable to those who need it most. Given the economic and health impact of not 
treating BPD, this needs to be resolved.” Respondent OS009 
 “Effective management is not by any one service type, but rather through the 
collaborative engagement of multiple practitioners working as part of a team. It is 
very difficult to achieve such collaboration, particularly for independent practitioners, 
due to funding issues.” Respondent OS010 
 “It is important to consider what the individual wants in terms of their own 
suffering. The categorisation of diagnoses allows only for a hierarchical response 
from treating services. Various treatment modalities while useful are not necessarily 
taken up by individuals diagnosed as BPD and effective systemic interventions can be 
more effective than direct treatment.” Respondent OS011 
 “A trauma lens is helpful when working with individuals experiencing 
symptoms. Emotional management, mood regulation and impulse control are skills 
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that should be taught to this client group. The lack of respect, stigma, blaming and 
lack of validation these clients experience is finally beginning to change in public MH 
services. THANK GOD.” Respondent OS013 
  “Care and treatment systems are disorganised and incoherent.  Stepped care 
makes sense in all sorts of ways but needs the support of a national coherent training 
program teaching appropriate common interventions, stepping through to more 
specific structured treatment modalities for those providing treatment to the worst 
effected cases. Many emergency services still seem to need considerable culture 
change to better meet the needs of BPD patients and their carers who present acutely. 
Services to indigenous Australians are in sore need of attention and support in this 
area.” Respondent OS018 
  “Providing programs will always be an issue in public psychiatry as generally 
they are not run by doctors which is where power and hence money resides. Once the 
initial training in appropriate skills has been achieved a good clinician should be able 
to assist someone with BPD without necessarily having an extensive relationship with 
them and this is one of the strengths of the DBT/CBT approach.” Respondent OS040 
7.4.7.1. Difficulties with completing the online survey 
 From the final question of the online survey, three (3) participants choose to 
make comment about some of the difficulties they encountered when completing the 
online survey. 
“Was difficult to answer the questions as none of them include any reference 
to acknowledging and incorporating a trauma informed awareness and approach.” 
Respondent OS014 
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  “The questions were too abbreviated and condensed to yield data of real 
significance. Matters that require addressing are too complex and overlapping.” 
Respondent OS038 
  “Design of survey had flaws as couldn't move some of the service rankings - 
IT issue” Respondent OS041 
The next chapter discusses the study findings in relation to the research 
questions posed.  
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CHAPTER 8 
DISCUSSION 
This discussion chapter is divided into three sections. Each section of this 
chapter explores the findings from focus groups, the online survey, from existing 
literature and the student researcher’s experiences as a mental health professional in 
relation to the three research questions:  
1. What skills, knowledge and attributes aide the effective delivery of 
therapeutic interventions when working with individuals diagnosed 
with borderline personality disorder? 
2. What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder?  
3. Where are services for individuals with borderline personality disorder 
best located? 
Working within the frame of PAR and GT has facilitated a process that has 
involved relevant parties to examine current practices and make suggestions on how 
these could be improved.  
The first section, titled Skills, Knowledge and Attributes presents a range of 
specific personal attributes of therapeutic staff that aide the effective delivery of 
therapeutic interventions when working with individuals diagnosed with borderline 
personality disorder. The second section explores most effective elements of 
Therapeutic Interventions and an overall Therapeutic Approach for working with 
individuals diagnosed with borderline personality disorder. The final section discusses 
where treatment for individuals with a diagnosis of borderline personality disorder is 
best located (Therapeutic Treatment Location) for the most effective outcomes. 
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8.1. Skills, Knowledge and Attributes 
The skills, knowledge and attributes of mental health professionals that are 
most likely to be effective when delivering therapeutic interventions for individuals 
with a diagnosis of BPD have been discussed throughout the research. The 
Stakeholder Advisory Group (SAG), focus group sessions, online survey participants 
and literature provided a wide range of insights when addressing the research 
question: What skills, knowledge and attributes aide the effective delivery of 
therapeutic interventions when working with individuals diagnosed with borderline 
personality disorder? In addition for data to be collected from the research, the 
author’s personal experience with individuals with BPD traits (outlined in preface of 
this thesis) along with his clinical experiences provide an additional insight into the 
skills, knowledge and attributes of clinicians most effective when delivering 
therapeutic interventions in this section consistent with the participatory action 
research approach adopted. 
8.1.1 Skills of Mental Health Professionals. 
 Participants in the research identified a range of skills that aid effective 
delivery of therapeutic interventions when working with individuals diagnosed with 
BPD. Of the skills identified in the research most prevalent was a capacity to maintain 
a non-judgmental stance, generate hope, flexibility and deliver evidence informed 
approaches. The most prevalent skills identified in the research are consistent with 
those identified by Linehan (2015) in describing the evidence-based approach of 
Dialectical Behaviour Therapy (DBT). Linehan (2015) similarly describes a non-
judgmental stance as a ‘how skill’ in mindfulness; articulating the generation of hope 
and acceptance as ‘validation’; and advocating for the use of flexibility by describing 
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‘movement, speed and flow’ as essential skills in delivering effective therapeutic 
interventions when working with individuals diagnosed with BPD. 
 The majority of research participants identified the skill of maintaining a non-
judgmental stance as key to providing effective interventions. Two thirds of focus 
group participants (66.7%) and all online survey participants (100%) conferred that a 
non-judgmental stance is ‘very important’ or ‘important’ to providing effective 
therapeutic interventions when working with individuals diagnosed with BPD. 
 The research findings from the online survey identify specific features of a non-
judgmental stance including having openness to feedback (100%), understanding 
(97%), compassion (94%) and were also rated ‘very important’ or ‘important’ by 
online participants when working with individuals diagnosed with BPD.  This was 
supported in the focus group findings. 
Harrison and Yang (2016) refer to the literature identifying the importance of 
a non-judgmental stance and compassionate approach when addressing the high level 
of stigma in the mental health sector. Of the 25 women participants in that study, 84%  
“…experienced stigma, negative attitudes or inappropriate treatment from service 
providers with some women refusing treatment” (p.39). Given the findings of 
Harrison and Yang (2016), it is not surprising that respondents in the current study, 
from both the online survey and focus groups, identified with stigma being a 
roadblock to effective interventions. When discussing judgment and stigma, 
respondent OS018 stated, “Many emergency services still seem to need considerable 
culture change to better meet the needs of BPD patients and their carers who present 
acutely”. The author’s professional experience is that applying a non-judgmental 
stance is key to Respondent OS018’s request for cultural change to best meet the 
needs of individuals and their families. The author’s professional and personal 
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observations have been that stigma and judgement create distance between 
individuals diagnosed with BPD and others, and is a direct consequence of not 
applying a non-judgmental stance. Thankfully, in recent times the mental health 
sector (Australian Government, 2011) and evidence based treatment approaches such 
as Linehan’s (2015) Dialectical Behaviour Therapy, havedocumented improved 
outcomes for individuals diagnosed with BPD through the application of a range of 
skills including a non-judgmental stance. The benefits of a non-judgmental stance 
were collectively acknowledged by the SAG, focus group and online survey 
participants, and best articulated by participant FG013 who stated that “The lack of 
respect, stigma, blaming and lack of validation these clients experience is finally 
beginning to change in public MH services. THANK GOD”. The author’s personal 
and professional experience suggests that a non-judgemental stance may well be the 
key to another skill, that of stabilisation.  
The research identified that over two-thirds (66.7%) of focus group 
respondents believe therapeutic interventions are less effective when a client is 
‘dysregulated’ or unstable with 45% also reporting ‘tolerating emotions’ as essential 
to effective therapeutic interventions. Focus group participants identified approaches 
requiring stabilization skills including 79% identifying the importance of crisis 
management skills and 50% identifying additional post-registration training in crisis 
management as being vital to effective therapeutic interventions. Respondent 
FG03P03 also identified interventions “…specific to a situation and are 
individualized” to be most effective. In phase two of the research, the SAG identified 
a need to clarify where ‘crisis intervention’, ‘regulating emotions’ and ‘tolerating 
emotions’ fit into therapeutic interventions for individuals diagnosed with borderline 
personality disorder. SG06 summarised the thoughts of the SAG with, “The focus 
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groups have identified DBT without actually saying DBT. Interesting to see if the 
clinicians you are surveying will agree”. Online survey participants did agree with 
focus group responses, on a scale of 1 (most effective) to 9 (least effective), selecting 
DBT as the most effective (mean = 2.00 with a SD of 1.98) therapeutic intervention 
for individuals diagnosed with borderline personality disorder.  
The research provided a range of indicators suggesting capacity of mental 
health professionals to assist an individual’s ‘stabilization’ is a skill essential to the 
delivery of effective therapeutic interventions. Linehan (2015) explored stabilization 
in the context of setting goals in a treatment program (p.28) and indirectly when 
acknowledging ‘behavioral dyscontrol’ (p.44) however did not directly identify this 
need. Rothschild (2000), when discussing trauma therapy approaches, believes that 
only when stabilisation techniques have been successfully applied, and stabilization 
achieved, can therapeutic interventions be considered. Linehan’s (2015) DBT skills 
manual, although not mentioning stabilization, has a focus on achieving control over 
life threatening behaviors as well as increasing skills in the areas which include 
mindfulness, distress tolerance, emotion regulation, distress, and interpersonal 
effectiveness which is itself stabilization. The author’s professional and personal 
experience is that when an individual remains in a state requiring stabilisation which 
may present as disassociation, psychosis or dysregulation for individuals with a 
diagnosis of BPD, the suitability of therapeutic interventions reduces exponentially. 
Not only does this advocate for a mental health professional to posses the skill of 
being able to stabilize an individual diagnosed with BPD, the need to develop 
stabilization skills for individuals with a diagnosis of BPD in order to be able to 
stabilise themselves is of paramount importance. A notion that both Linehan (2015), 
reports as ‘self-regulation’, ‘behavioral skills’ and ‘dialectics’, and Rothchild (2001), 
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reports as prioritizing ‘stabilization’, ‘reactivating resources’ and ‘dual awareness’, 
actively advocate. 
 Although not a pre-requisite for a diagnosis of BPD, the author’s experience is 
that more often than not individuals have a trauma history that is supported by the 
findings of Zanarini (2000) and Baird (2008). Baird’s (2008) identification that 81% 
of individuals diagnosed with BPD presented with major childhood trauma suggests 
that one must consider a trauma informed approach as well as trauma-based 
approaches when considering effective interventions. Trauma specialist and author of 
seminal trauma therapy text The Body Remembers, Babette Rothschild (2000) 
identifies the skill of being able to achieve stabilization as key to effective and safe 
therapeutic interventions. Importantly, Rothschild (2006, 2001, 2000) believes that 
being able to stabilize and regulate arousal in mental health professionals, and the 
individuals they seek to support, also reduces the likelihood of burnout and vicarious 
trauma in mental health professionals. With burnout identified as a barrier to effective 
interventions (Rothschild, 2006) the importance of having a skill set which aids 
stabilization cannot be underestimated as a resource for mental health professionals 
and individuals with a diagnosis of BPD alike.  
Just as a non-judgmental stance is a skill that enhances a mental health 
professional’s capacity to stabilise a client presenting with acute features of BPD, 
stabilisation can also generate hope which in itself is a skill. Within the research, the 
skill of being able to generate hope has been identified by just under half of focus 
group participants (45.8%) as vital in the delivery of effective of therapeutic 
interventions for individuals diagnosed with BPD. Further, generating hope as a skill 
in crisis management has been identified in 79% of online survey participants as an 
effective intervention for individuals diagnosed with BPD. In describing recovery 
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oriented mental health practices, Copic, Deane, Crowe and Oades (2011) concur 
believing that a mental health professional’s hope transfers to individuals they seek to 
support providing a powerful motivator for change when providing therapeutic 
interventions. Given the research participants identification of hope, in addition to 
Copic, Deane, Crowe and Oades’ (2011) identification of hope as a foundation of 
recovery oriented mental health practice, it is affirmed that the skill of being able to 
generate hope in individuals with a diagnosis of BPD is also key to effective 
interventions. 
The author highlights respondent opinion, with the support of Linehan (2015), 
Rothschild (2000 & 2006) and Copic, Deane, Crowe, & Oades (2011), to identify a 
non-judgemental stance together with the capacity to stabilize and generate hope as 
skills which aide effective interventions for individuals with a diagnosis of BPD. In 
addition to skills, the research findings indicate that a range of mental health 
professional knowledge and attributes also aide effective interventions. 
8.1.2. Knowledge of Mental Health Professionals 
Research participants identified a range of knowledge aiding effective 
therapeutic interventions when working with individuals diagnosed with BPD. Of the 
knowledge identified by research participants’ life experiences a recovery-orientated 
approach and trauma informed care were identified as most important. The most 
prevalent knowledge was knowledge gained from personal experiences. Sixty-two 
percent (n = 15) of participants identified ‘a variety of social experiences’ as the most 
common attribute followed by 50% (n = 12) suggesting a clinician having a ‘lived 
life’ as important. Linehan (2015), Fallon (2003), Rothschild (2000), and Herman 
(1997) maintain the value of life experience as shaping knowledge, approaches to 
continuing professional development of mental health professionals.  
EFFECTIVE INTERVENTIONS 
 
162 
On review of the research responses, life experience was described by all 
focus group participants as either having: ‘lived life’; ‘a variety of social 
experiences’; ‘experiencing different cultures’; ‘lived experience’ of mental illness; or 
having ‘travelled’ overseas to experience different cultures. Respondent FG0601 
identified “interacting with different classes and communities to gain the best insight 
into a variety of needs patients with borderline have” as key knowledge for mental 
health professionals. The research SAG and author’s professional experiences support 
the notion of life experience as a source of important knowledge. The researcher 
chose not to seek further clarification on this topic in the online survey in the belief 
that a consensus had been achieved in the focus groups. However, further exploration 
of how life experience and intern knowledge of different approaches to life impacts 
on the delivery of effective therapeutic interventions for individuals diagnosed with 
BPD is an area of inquiry that warrants further substantive study.  
Professional knowledge of BPD was deemed very important (n = 22) or 
important (n = 13) by ninety-seven per cent of online survey participants. Focus group 
participants identified BPD specific training (66%) as the most common form of 
continuing professional development for mental health professionals seeking to 
provide effective therapeutic interventions.  Online survey respondents identified 
specific BPD based training as an important source of knowledge with close to 90% 
identifying this knowledge as either ‘very important’ (n = 19) or ‘important’ (n = 13). 
In support of the research findings, Norrie, Davidson, Tata and Gumley (2013) and 
Crowell, Kauffman, & Lenzenweger (2013) similarly identified the importance of 
specific knowledge and professional development in effective outcomes for 
individuals with a diagnosis of BPD. With close to 90% of online survey participants 
either ‘strongly agreeing’ (n = 15) or ‘agreeing’ (n = 17) that they would like to 
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improve their ability to respond effectively to individuals with a diagnosis or traits of 
BPD, the desire for professional knowledge is evident.  
The three phases of the research findings identified the importance of a 
recovery-orientated framework and an approach that is trauma informed whether 
formally by referring to the frameworks or informally though the identification of the 
framework features such as ‘hope’, ‘stigma’, ‘flexibility’, ‘evidence based 
approaches’ and ‘openness’. Phase two discussions in the research, which consisted of 
reviewing focus group findings and online survey themes by SAG participants, 
focused on the importance of a recovery-orientated framework and a trauma informed 
approach. SAG01 participant accurately identified “Given the government funds 
services on a framework of recovery-orientated practice its essential the industry 
shares this approach.” On the recommendations of the SAG, clarification of the 
importance of a recovery-orientated framework and a trauma informed approach was 
sought through online participants and the literature. Online participants agreed that 
‘continual improvement’, ‘evidence informed approaches’, ‘clinical supervision’, 
‘feedback’, specific training’ and a ‘range of services’ dependent on an individual’s 
need were of importance. The responses of online participants were compatible with 
both a recovery-orientated framework and a trauma informed approach. Participant 
OS009 noted that “Effective management is not by any one service type…” and 
participant OS018 “Stepped care makes sense in all sorts of ways… stepping through 
to more specific structured treatment modalities for those providing treatment to the 
worst effected cases” summed up the understanding of the framework while also 
suggesting a need for further knowledge within the sector. 
A range of knowledge was deemed important for the effective delivery of 
therapeutic interventions to individuals with a diagnosis of BPD. Respondent opinion 
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supported Linehan (2015), Crowell et al. (2013), Norrie et al. (2013), Fallon (2003), 
Rothschild (2000) and Herman (1997) to identify BPD specific knowledge as well as 
the recovery-orientated approach and trauma informed care aide effective 
interventions for individuals with a diagnosis of BPD. In addition to skills and 
knowledge, a range of mental health professional attributes also aids effective 
interventions. 
8.1.2. Attributes of Mental Health Professionals 
Research participants identified a range of attributes aiding effective 
therapeutic interventions when working with individuals diagnosed with BPD. Of the 
attributes identified by research participants flexibility, consistency, clarity, 
experience, being well trained and empathy were all identified as important. Focus 
group participants identified ‘consistency’ as the most prominent attribute with 75% 
(n = 18) believing a consistent approach to be most effective when providing 
therapeutic interventions. Ninety-one per cent of online survey participants identify 
mental health professionals who value ‘supervision’ as the most important attribute. 
Participant responses are consistent with the work of Linehan who identifies 
‘consistent boundaries’ and DBT specific development through participation in 
consultation teams, prominently throughout her treatment manuals (1993, 2015). 
Two thirds of focus group participants identified that mental health 
professional with years of clinical ‘experience’ (n = 16) and ‘specific BPD training’ 
(n= 16) were attributes of value. Professional development is an attribute discussed in 
various sections of the focus groups with participants describing mental health 
professionals with knowledge and participating in ‘evidence based approaches’ 
(58%), ‘treatment approaches’, (58%) and ‘supervision’ (54%) most likely to aid 
therapeutic intervention for individuals diagnosed with borderline personality 
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disorder. FG02P06 suggested, “A variety personal attributes are required. The 
clinicians I find are most successful are those who have genuine compassion, can 
think laterally and support the patient in a way that is without judgment and are not 
rigid in their thinking.” SAG participants concurred with FG findings identifying 
education, evidence informed approaches, and supervision among attributes whilst 
seeking further clarification from online survey participants. Online survey 
participants provided the clarification sought by the SAG identifying ‘professional 
knowledge’ (97%), ‘supervision’ (91%) and ‘specific education’ (88%) as key. 
Eighty-eight per cent (n = 31) of online survey participants identified a willingness to 
improve their capacity through education and supervision arrangements as vital. 
Respondent OS005 highlighted the need for mental health professionals to hold 
certain attributes by identifying that “I honestly believe we are making their condition 
worse by our lack of training and insight, they are dependent on professionals to help 
them and we are currently failing.”  
Mental health professional attributes of experience and a willingness to 
engage in continuing professional development are highlighted in the work of various 
authors including Linehan (2015), Lawn and McMahon (2015) as well as Bateman 
and Fonagy (2010). Bateman and Fonagy (2010) in particular highlight the need for 
mental health professionals to hold certain attributes. Bateman and Fonagy (2010) 
consider the client and mental health professional relationship to be a ‘meeting of the 
minds’ and as such value is seen in holding continuing professional development, 
supervision, openess and professional knoweldge as key attributes. Beatson and Rao 
(2014) expand further on the need by also identifying the need for knowledge of 
evidence informed interventions and a consistent approach. Participant identified 
attributes and the professional experieinces of the author are both aligned with 
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findings of Beatson and Rao (2014) providing the framework for a attributes likely to 
aide the effective delivery of therapeutic interventions when working with individuals 
diagnosed with borderline personality disorder. 
A range of skills, knowledge and attributes have been presented through the 
literature, and presented here via participant responses and the author’s personal and 
professional experiences. While a range of skills, knowledge and attributes aide 
effective delivery of therapeutic interventions, of particular note has been the 
importance of a non-judgemental stance and the capacity to achieve stabilization for 
effective outcomes when working with individuals diagnosed with BPD. The 
discussion of research findings now seeks to explore further the most effective 
therapeutic interventions for working with individuals diagnosed with BPD. 
8.2. Therapeutic Approaches and Therapeutic Interventions 
Exploration of the effective therapeutic interventions for individuals with a 
diagnosis of BPD has been discussed throughout the research. Following the research 
method, Stakeholder Advisory Group (SAG), focus group sessions, online survey 
participants and literature provide a wide range of insights when addressing the 
research question discussed in this section: What are the most effective therapeutic 
interventions for working with individuals diagnosed with borderline personality 
disorder? Further to data collected from the research, the author’s personal and 
clinical experiences provide an additional insight into respondent opinion of the most 
effective therapeutic interventions. This section will explore three areas of therapeutic 
interventions emerging from participant responses. Firstly, what are components of 
therapeutic interventions are though to be most effective when working with 
individuals diagnosed with BPD. Secondly, what specific therapeutic interventions 
are thought to be most effective for individuals diagnosed with BPD. Finally, which 
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frameworks aid the delivery of effective therapeutic interventions when working with 
individuals diagnosed with BPD. 
8.2.1. Components of effective therapeutic interventions 
 Before the research explored the most effective therapeutic interventions 
through the online survey, focus group participant opinion was sought specifically on 
which components of therapeutic interventions were deemed most effective. The SAG 
offered support to the research method of firstly identifying components of 
interventions in favour of overall intervention as a way reducing bias towards overall 
therapeutic interventions within focus groups. Similarly, Linehan et al. (2015) 
conducted a component analysis of dialectical behaviour therapy highlighting the 
importance of investigating all elements of an approach rather than accepting all 
components as effective. Within the research, focus group respondents identified 
individual counselling, being in the present moment, non-judgemental approach, and 
a mixture of individual resource development and support during stressful times as 
most important components of effective therapeutic interventions when working with 
individuals diagnosed with BPD.  
 Within the research, ‘individual counselling’ was identified by 100% of focus 
group participants as the most useful component of effective interventions for 
individuals diagnosed with BPD. Individual counselling was thought to be most 
effective with participant FG03P03 identifying “interventions that are specific to the 
situation and are individualised” as one benefit of counselling focused in the present 
moment. Similarly, 100% of focus group participants identified mental health 
professionals being in the present moment as most effective, with responses 
acknowledged in the findings chapter of this thesis, as ‘mindfulness’ by 58%, 
‘individualised approaches’ by 58% and ‘non-judgmental’ by 46% of focus group 
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participants. Focus group participants also identified crisis management (79% of 
respondents) and consistency (75% of respondents) as vital components of effective 
therapeutic approaches. Specifically, focus group participants identified individual 
resource development for individuals diagnosed with BPD through ‘tolerating 
emotions’ (45% or participants), ‘skill development’ (54%), effectiveness in 
‘relationships’ (33%) and coaching life skills (17%) as vital components of effective 
interventions. FG02P06 best summed up the collective opinion of focus group 
responses by identifying “a mixture of skills development in dealing with 
relationships, coping with crisis and emotions, and being able to focus on what is 
happening now” as vital components of effective interventions for individuals 
diagnosed with BPD. 
 Linehan et al. (2015) supports the notion of ‘skill development’ with an 
approach including ‘skills group’ for generalized skill acquisition, ‘telephone 
coaching’ for skill clarification and strengthening as well as ‘individual therapy’ for 
personalisation of skills.  Linehan (2015), Paris (2015) and Rothschild (2010) also 
identify a range of additional components vital to effective therapeutic interventions 
extending the findings of the focus group responses in the research. Linehan (2015) 
points to a need for focusing on an initial commitment “…into learning new, skillful 
ways to solve problems and work towards their individual goals” (p.137) before 
commencing treatment. Whereas Paris (2015), when exploring components of 
therapeutic interventions rather that the interventions themselves, points to the 
recommendations of Livesley (2012 in Paris, 2015) in arguing that “Based on a 
general theory of personality disorder treatment, one can derive five general 
principles— establishing a basic frame, maintaining a collaborative treatment 
alliance, maintaining a consistent treatment process, building motivation for change, 
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and promoting self-reflection—as well as five specific goals— ensuring safety; 
containing symptoms, emotions, and impulses; regulating and controlling emotions 
and impulses; changing maladaptive behaviour and interpersonal patterns; and 
integrating a more adaptive self-structure” (p.17). A notion supported by Rothschild 
(2010), in the self-help book ‘8 Keys to Safe Trauma Recovery’, who maintains that 
‘therapists’ trained in multiple approaches have at their disposal a broad range of 
interventions enhancing the capacity to tailor effective interventions to the needs of 
the individual rather than a singular therapeutic approach (p.154).  
 The author’s professional experiences are consistent with the stance of Paris 
(2015), Rothschild (2010) and focus group findings from the research that focus on 
what an individual seeks support with, in the moment they are presenting for support, 
is of the upmost importance. Similarly, as identified by focus group participants, 
‘individual counselling’, ‘resource development’ and ‘being in the present moment’ 
have been observed to be vital components of effective interventions for individuals 
diagnosed with BPD. The author’s professional experience is consistent with Paris 
(2015) and Rothschild’s (2010) position has been that mental health professionals 
with a soul focus in one particular therapeutic intervention inevitably face resistance 
when seeking to individualize effective therapeutic interventions when working with 
individuals diagnosed with BPD. On the other hand, the author has professional 
experience of specific therapeutic interventions also being successful the findings of 
Linehan (2015), Kvarstein et al. (2014) and Soler et al. (2016) support.  
8.2.2. Effective therapeutic interventions 
The Australian Government (2011), in addition to health service funders 
internationally (NIMH, 2015 and NICE, 2015), fund service delivery to individuals 
with a diagnosis of BPD based on the delivery of specific ‘evidence informed’ 
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therapeutic interventions (AIHW, 2015).  Given that funding is allocated in this 
manner based on ‘evidence informed’ approaches, the researcher thought it important 
to seek respondent opinion as to the most effective therapeutic interventions for 
individuals with a diagnosis of BPD. The SAG unanimously concurred with the 
research approach of seeking respondent opinion of ‘evidence informed approaches’ 
through the online survey whilst also acknowledging the before components of 
approaches mentioned in the previous section of this thesis. 
  Online survey respondents identified ‘Dialectical Behaviour Therapy’ (DBT) 
as the most effective ‘evidence informed’ treatment approach for individuals with a 
diagnosis of BPD. When asked to rank 11 therapeutic interventions that have an 
evidence base (APS, 2010), 21 respondents (64%) ranked DBT first and six 
respondents (18%) ranked DBT the second most effective therapeutic intervention for 
individuals with a diagnosis of BPD. The mean ranking was 2.00 (SD 1.98) with the 
second highest ranked intervention being Acceptance and Commitment Therapy 
(ACT) with a mean of 4.62 (SD 2.98). The three next highest ranked therapeutic 
interventions were Mindfulness with a mean of 5.35 (SD 2.77), Mindfulness Based 
Cognitive Therapy (MBCT) with a mean of 5.47 (SD 2.67) and Psycho-education 
with a mean of 6.03 (SD 2.68). Online survey respondents identified 
psychopharmacological-based therapeutic interventions as the least effective of the 11 
listed therapeutic interventions with a mean ranking of 8.53 (SD 2.42).  
Supporting the research findings from online survey respondents, Linehan et 
al. (2015) argue that evidence continues to accumulate to support of notion that DBT 
is one of the most effective therapeutic interventions for individuals with a diagnosis 
of BPD (p.476). Safer et al. (2011) and Miller (2015) identify a DBT approach as the 
‘Gold Standard’ of treatments with “…in excess of 20 randomized trials conducted by 
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more than 12 independent investigators…” (Miller 2015, p.91) vouching for DBT’s 
efficacy.  
The APS’s (2010) review of literature did not support online survey 
respondents’ second most identified effective therapeutic intervention Acceptance and 
Commitment Therapy (ACT).  The APS (2010, p.11) believes ACT has sufficient 
evidence to suggest effectiveness as evidence-based psychological interventions in the 
treatment of individuals with a diagnosis of BPD.   
Online survey participants identified mindfulness, which has also been 
implemented in effective therapeutic approaches including DBT, ACT, and MBCT 
(Scheibner, Spengler, Kanske, Roepke, & Bermpohl, 2016, p.1317), as what they 
believed to be the third most effective therapeutic intervention for individuals with a 
diagnosis of BPD. The findings of Elices et al. (2016) support responses of focus 
group respondents (100%) in the research who identified mindfulness approaches as 
effective components of therapeutic interventions and who ranked mindfulness as the 
third most effective intervention overall. Elices et al.’s (2016) study comparing a 
mindfulness group to a control group in a randomized trial identifies that BPD 
“…symptoms diminished significantly in participants who received mindfulness 
training…” (p.591).  
Online survey respondents collectively identified Mentalization Based 
Treatment (MBT) as the sixth most effective therapeutic intervention for individuals 
with a diagnosis of BPD. The author’s professional experience is that MBT is a well 
supported by mental health professionals, and widely considered as effective for 
individuals with a diagnosis of BPD. MBT has undergone the research rigor of 
randomized clinical trials (Bateman and Fonagy, 2009; Bateman, O’Connell, 
Lorenzini, Gardner, & Fonagy, (2016) and considered a ‘prominent therapy’ (Paris 
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2015) for individuals with a diagnosis of BPD. The author’s professional experience 
is further validated in that MBT is currently being funded in the geographical region 
of the research with MBT programs run from Spectrum (The personality disorder 
service for Victoria) and Alfred Psychiatry for individuals with a diagnosis of BPD.   
Online survey participants listed psychopharmacology as the least effective of 
11 therapeutic interventions for individuals with a diagnosis of BPD. A notion 
supported by Paris (2008 in Biskin and Paris 2012, p.1900) is that while 
psychopharmacology targeting specific symptoms may have some benefit, a meta 
search of psychopharmacology research found no documented evidence that 
psychopharmacology produces remission for individuals with a diagnosis of BPD 
(p.1900). The author’s own meta search also failed to identify research able to 
identify the capacity of psychopharmacology to achieve functional recovery for 
individuals with a diagnosis of BPD. Biskin and Paris (2012) do however note that 
psychopharmacology is most useful as an adjunct to other therapeutic interventions in 
reducing the symptoms of BPD. Bridler et al. (2015) notes that psychopharmacology 
is useful when treating symptoms of BPD and their research identified that 90% of 
inpatients with a diagnosis of BPD receive psychopharmacology during inpatient 
admissions with polypharmacy being common practice.  
Overall online survey participants within the research ranked DBT as their 
most effective therapeutic intervention for individuals with a diagnosis of BPD. The 
professional experience of the author is that DBT, when delivered by trained mental 
health professionals as Linehan (2015) has intended, provides an effective tool to 
stabilize individuals with a diagnosis of BPD. The research respondents identify that 
effective therapeutic interventions for individuals with a diagnosis of BPD are more 
effective when guided by more than one single therapeutic approach. This is a notion 
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that is also supported by Paris (2015) who leans towards integration of therapeutic 
approaches rather than one particular therapeutic intervention like DBT. Focus group, 
SAG and online survey participants further recognised the need to consider guiding 
frameworks in addition to effective therapeutic interventions when working with 
individuals with a diagnosis of BPD.    
8.2.3. Frameworks guiding effective therapeutic interventions 
 Focus groups within the research identified features of Trauma Informed 
Practice and the Recovery Based Approach when identifying effective features of 
therapeutic interventions for individuals with a diagnosis of BPD. Respondents from 
the research’s online survey also identified frameworks of Trauma Informed Practice 
and the Recovery Based Approach as frameworks to aide effective therapeutic 
interventions when working with individuals with a diagnosis of BPD. As discussed 
in the literature review (Chapter 4), Trauma Informed Practice and Recovery Based 
Approaches are identified as frameworks that compliment effective therapeutic 
approaches. Given that a considerable proportion of individuals with a diagnosis of 
BPD experience trauma in the form of sexual assault, neglect and other threats to life, 
an approach in Trauma Informed Practice and the Recovery Based Approach offers 
guidance to reduce re-traumatisation and achieve functional recovery for individuals 
with a diagnosis of BPD.    
All SAG participants acknowledged a trauma informed approach and a 
recovery orientated approach as being vital areas for further clarification through the 
online survey. Online survey respondent OS014 noted that “Services that are trauma 
informed/ acknowledging the high prevalence of childhood trauma of people who are 
diagnosed with BPD” are more effective during a period of crisis for individuals with 
a diagnosis of BPD. When referring to the perceived failures of mental health 
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services, FG03P06 expressed concern that, “…mental health services are funded on 
the recovery model but treatment and treatment options are not always available.” 
When identifying skills, qualities and attributes of mental health professionals 
working with individuals with a diagnosis of BPD an ‘ability to generate hope’ was 
identified as a vital attribute by 46% (n = 11) of focus group respondents. This was 
further emphasised by 8 focus group respondents who believed that Area Mental 
(Public) Health Services are “Not Recovery Focused” when identifying the 
shortcomings of Area Mental (Public) Health Services.  
8.3. Treatment locations 
The therapeutic treatment location most likely to be effective when delivering 
therapeutic interventions for individuals with a diagnosis of BPD has been discussed 
throughout the research. The Stakeholder Advisory Group (SAG), focus group 
sessions, survey participants and literature provide a wide range of insights when 
addressing the research question: Where are services for individuals with a diagnosis 
of borderline personality disorder best located? In addition to data collected from the 
research, the author’s clinical experiences provide an additional insight into the 
treatment location most effective when delivering therapeutic interventions, 
remaining consistent with the participatory action research approach adopted by the 
research. 
To begin with, the research identified five primary types of services in 
Victoria, Australia that currently provide therapeutic interventions for individuals 
with a diagnosis of borderline personality disorder (BPD). Given the varied responses 
from research participants, the following discussion regarding where the best located 
service would be based on the identified stage of treatment and current presentation or 
‘acuity’ of individuals with a diagnosis of BPD seeking therapeutic interventions. In 
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discussing effective treatment locations the research refers to five key treatment 
locations as previously identified in the method chapter: 
1. Area (Public) Mental Health Services (AMHS) 
2. Private Mental Health Services (PMHS) 
3. Independent Mental Health Practitioners (IMHP) 
4. Primary Mental Health Services (PrMHS) 
5. Non-clinical specialist mental health services (NCSMHS) 
Following discussion of treatment location according to acuity, the author will 
explore in more detail the most effective location for therapeutic interventions. 
8.3.1. Treatment location according to acuity 
 Focus group and online survey participants identified a range of treatment 
locations for effective delivery of therapeutic interventions when working with 
individuals diagnosed with BPD. What the original research question and the SAG 
had not initially considered was that respondents from the focus groups and online 
survey identified effective treatment locations as being influenced by the current 
presentation or acuity of an individual with a diagnosis of BPD. When requiring 
‘containment’ or whilst being in ‘overwhelming crisis’ as focus group participant 
FG02P07 identified, AMHS were deemed the most effective treatment locations for 
individuals with a diagnosis of BPD by the majority of focus group and online survey 
participants.  When considering overall recovery, the majority of focus group 
participants described NCSMHS services as the location most likely to be effective. 
Online survey participants differed from focus group participants in identifying 
AMHS, IMHP and PMHS as the most effective and NCSMHS the least effective 
treatment location for individuals with a diagnosis of BPD. Although Australian 
guidelines for the treatment of BPD (Australian Government, 2011) were unable to 
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identify ‘a preferred treatment location’ for individuals with a diagnosis of BPD, Paris 
(2015, p.17) argues that acuity impacts an effective approach delivered to individuals 
who have a diagnosis of BPD. The author considers Paris’ (2015) stance as indirectly 
referring to the service type in the context of the research. The following discussion 
will explore separately effective crisis based services and services most effective in 
aiding recovery for individuals who have been diagnosed with BPD. 
 Firstly, the author considered the responses of focus group participants and 
online survey participants as to which service location is likely to be effective when 
an individual with a diagnosis of BPD is in “overwhelming crisis” (FG02P07). Focus 
group discussions within each group identified AMHS as being the most effective in 
‘extreme crisis’. Participant FG05P01 summed up the general sentiment of focus 
group participants by identifying that “Public Mental Health has the legislative 
capacity, qualified staff, resources like inpatient services and CAT teams and the 
overall capacity to manage someone experiencing a crisis like suicidal thinking and 
actions”. Online survey participants held less of a consensus than the focus groups 
with participants identifying AMHS as the ‘most effective’. Respondent OS001 
identified that “…due to continuity of care and resource availability compared with 
public services” private practitioners may well be the most suitable treatment location 
for an individual with a diagnosis of BPD when in crisis. Online survey participant 
OS006 asks for consideration of the chronicity of the crisis presentation when 
considering the most effective treatment location by stating that it “ Depends if it is 
seen as chronic or acute crises. It is usually best that it is the current treating team 
regardless of where it is”.  
Secondly, the author considered the responses of focus group participants and 
online survey participants as to which service location is likely to be effective when 
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an individual with a diagnosis of BPD is no longer in “overwhelming crisis” 
(FG02P07). When considering therapeutic intervention post-crisis, focus group 
respondents’ predominately identified NCSMHS to be the most effective service 
location. Following SAG discussion and reflection, online survey participants were 
then asked to consider which service location would be most effective with a more 
varied response given when compared to the focus group respondents. Three service 
location types, AMHS, PMHS, and IMHP were identified by online survey 
respondents’ as ‘most effective’ in providing therapeutic interventions to aide 
recovery for individuals with a diagnosis of BPD. Contradictory to the discussions of 
focus group participants, the majority of online survey respondents identified 
NCSMHS as their ‘least effective’ service type location in providing therapeutic 
interventions to aide recovery for individuals with a diagnosis of BPD. Participant 
OS040 summed up the varied responses of online survey responses by stating, “The 
nature of the service is not relevant it is the relationship with the client and the 
practitioner’s expertise” that aides recovery for individuals with a diagnosis of BPD. 
 Linehan (2015), Paris (2015), Scheibner, Spengler, Kanske, Roepke, & 
Bermpohl (2016), Kvarstein et al. (2014), Soler et al. (2016) and Bateman, 
O’Connell, Lorenzini, Gardner, & Fonagy (2016) all identify effective therapeutic 
interventions for individuals with a diagnosis of BPD although the location of these 
interventions are not clearly defined. Although not identifying the most effective 
treatment location, Dimeff and Koerner (2011) document a range of settings that one 
approach, DBT, can be adapted and applied including ‘inpatient units’, ‘outpatient 
services’, substance use disorder services’, and ‘Assertive Community Treatment 
Teams’. An Australian panel of experts (NHMRC 2012) also felt there to be 
“…insufficient evidence to formulate evidence-based recommendations on the 
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efficacy if specific BPD therapies to be delivered by particular types of health care 
services…” (p. 123). Although the before mentioned authors and panel of experts do 
not clearly identity effective approaches within service delivery locations based on 
acuity, the research may very well have identified the need to consider further that 
according to acuity service location, type and approach needs to be considered. 
Although not identifying specific approaches for individuals with a diagnosis of BPD, 
Rothschild’s (2011) approach to an individual’s acuity and the need to use a ‘phase 
based approach’ could well be adapted to include consideration of service type or 
treatment location for individuals with a diagnosis of BPD. The phases mentioned in 
the research include a crisis phase and a therapeutic intervention based phase. 
 The clinical experiences of the author support the research findings in that 
when an individual with a diagnosis of BPD is in “overwhelming crisis”, as identified 
by participant FG02P07, the primary need of an individual is containment and safety 
rather than a myriad of therapeutic interventions. As noted by participant FG05P01, 
currently, the AMHS are the only service location with the legislative and resource 
capacity to provide this location based service response. Outside the crisis phase, the 
author’s clinical experience is that a service approach and location which meets the 
particular needs, of an individual with a diagnosis of BPD, provides the best response 
and one which is in line with a trauma informed approach which is recovery focused. 
Overall the research has identified that acuity and meeting the individual’s 
preferences is best achieved according to an individual’s current presentation and a 
‘phase-based approach’ as Rothschild (2011, p.56) describes, may well be the key to 
identification of the most effective treatment location for individuals with a diagnosis 
of BPD. 
8.3.2. Location for therapeutic interventions using a phase based approach 
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 Drawing from the responses of focus group and online survey participants the 
research can offer a response to the research question, Where are services for 
individuals with a diagnosis of borderline personality disorder best located? While 
the research does not claim to offer a definitive answer for now, what the research 
does offer is a response which can be best answered by considering three separate 
treatment phases to identify where services are best located for individuals with a 
diagnosis of BPD. This section will refer to three phases that the author has developed 
from focus group and online survey participant responses: the work of Rothschild 
(2011), Paris (2015) and Linehan et al. (2015); and the author’s own clinical 
experiences. The three before mentioned authors have been used to guide the 
articulation of the three phases for the following two reasons: Linehan et al. (2015) as 
her DBT approach has been identified by research participants as the most effective; 
Paris (2015) and Rothschild (2011) because the techniques reported as helpful in this 
study integrate well into these researcher’s frameworks. The three phases that will be 
explored are: Phase 1: Crisis Management and Containment; Phase 2: Stabilisation 
and Safety; and Phase 3: Integration and Processing. 
8.3.2.1. Phase 1: Crisis Management and Containment 
 An overwhelming majority of focus group and the majority of online survey 
participants identified the same treatment location as the most useful for effective 
delivery of therapeutic interventions when working with individuals diagnosed with 
BPD who are in crisis and needing containment. NCSMHS were deemed the least 
effective in this phase by a large majority of online survey participants. No focus 
group participants identified NCSMHS as ‘effective’ although they were not directly 
asked about NCSMHS effectiveness during this phase. Focus group participant 
FG01P05 was clear that “when in crisis the public mental health services” were 
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deemed the most effective treatment location. For respondent OS044 an AMHS was 
most effective “…as they have the legislative capacity to support individuals in crisis 
and offer more restrictive practices when required. In addition access to psychiatrists 
and hospital admissions”. Online survey respondent OS010 additionally identified 
AMHS’s “…availability out of regular hours, capacity to provide service at short 
notice” as a feature that made that service more effective during times of crisis for 
individuals with a diagnosis of BPD. Survey respondent OS020 also argued that 
AMHS are best able to “…sit with risk and manage situations without feeding into the 
crisis”. Respondent OS018 expressed concern that “…sadly however service seems 
very dependent on clinician attitude and service culture”.  
During the Crisis Management and Containment Phase an individual with a 
diagnosis of BPD may present with a range of criterion as described in Chapter 1 of 
this thesis. Linehan (2015) identifies the crisis management and containment phase to 
be the first stage of treatment in DBT. An individual, with a diagnosis of BPD, has 
acuity identified through ‘stages of disorder’ which are identified by ‘level of 
disorder’ and in stage 1 identified through “…a current severe mental disorder, 
behavioral dyscontrol, and/or imminent threat to life” (Linehan 2015, p.44). DBT 
treatment is provided in an outpatient setting although may pause at times such as 
when an individual is hospitalised whereby inpatient staff take on the role of skills 
coach (Linehan 2015, p.42), or when “…DBT rules related to attendance at DBT 
services (the “four-miss rule”) and cessation of unscheduled phone contacts in the 24 
hours following suicidal behavior (the “24 hour rule”)” (Dimeff & Koemer 2007 
,p.319) have been breached. During the Crisis Management and Containment Phase 
Paris (2008) argues that “…hospital stays can be counterproductive and harmful” 
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(p.218) for individuals with a diagnosis of BPD and therefore supports the notion of 
services best delivered in an outpatient setting. 
The author’s experience with supervising mental health practitioners and 
delivering emergency psychiatry based services is that all too often treatment 
becomes ineffective and triggering for individuals with a diagnosis of BPD when in 
crisis. As mentioned earlier in this chapter, and maintained by Linehan (2015, p.44), 
individuals may feel invalidated or judged by services offering to provide a service 
when an individual is in a state described earlier by participant FG02P07 as 
“overwhelming crisis”. More often than not, attempts at implementing specific 
therapeutic interventions become overwhelming for mental health practitioners and 
individuals with a diagnosis of BPD at times resulting in further dysregulation and a 
deepening of crisis presentations. As the research identifies, the most effective 
location and service to provide effective interventions in this phase is one that has the 
legislative powers and resources to provide containment and a crisis response when 
needed which, in the research population, is the AMHS. 
8.3.2.2. Phase 2: Stabilisation and Safety 
A range of focus group respondents identified the NCSMHS as the treatment 
location most useful for the effective delivery of therapeutic interventions when 
working with individuals diagnosed with BPD during the stabilisation and safety 
phase. Participant FG03P06 echoed the thoughts across various focus groups by 
stating that “therapy programs in Not-for-Profits with area mental health input” would 
be the most effective way to provide therapeutic interventions during the stabilisation 
and safety phase. Focus group respondent FG03P04 argued that AMHS are “Too 
focused on symptom management and crisis” responses and therefore felt NCSMHS 
to be most effective. Respondent FG06P01 further argued for NCSMHS’s place as 
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service provided over AMHS in this phase by identifying gaps in service including 
“…not providing treatment for the presentations that look like borderline personality 
disorder. They provide treatment well for anxiety; depression and the longer-term 
approaches needed for someone with extreme emotions don’t appear to be a priority. 
In fact they avoid treating them”.  
Contrary to the position of focus group participants, online survey participants 
identified a wider range of service providers as most effective during the stabilisation 
and safety phase for individuals with a diagnosis of BPD. As mentioned earlier in this 
section, three service location types were identified by online survey respondents as 
‘most effective’ in providing therapeutic interventions to aide recovery for individuals 
with a diagnosis of BPD: AMHS, PMHS and IMHP. Of respondents identifying 
AMHS as the most effective, OS038 cited the “Comprehensive service involving case 
management, crisis care access and therapy” as influencing their response. 
Respondent OS001 believed that PMHS are most effective in this phase of therapeutic 
interventions “…due to the continuity of care and resource availability compared to 
the public services”. Respondent OS007 further advocated for PMHS identifying the 
service’s capacity to “…aid independence, coping mechanisms and problem solving” 
while also maintaining that PMHS assist individuals with a diagnosis of BPD in 
“Assuming responsibility for themselves”. Online survey respondents also identified 
with IMHP being most effective in this phase with one perceived benefit, according to 
respondent OS010 as being an “…ability to develop a therapeutic relationship due to 
consistency and patient’s choice of practitioner”. Similarly online survey respondent 
OS041 identified that IMHPs “…can stay with the client for a long period of time..” 
which they identified “…provides consistency and… appropriate relationship 
patterns”. Linehan (2015) supports the responses of participants OS007, OS010 and 
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OS 041 by identifying the importance of the therapeutic relationship, consistency and 
enhancing an individual’s capacity to develop patterns of coping and problem solving 
capabilities in this phase of treatment. 
During this phase an individual with a diagnosis of BPD may still present with 
a range of criterion as described in Chapter 1 of this thesis with the delineation from 
the previous phase being a reduced need for containment and as absence of an 
unrelenting crisis for an individual with a diagnosis of BPD. Linehan (2015) identifies 
this as the time to provide treatment such as DBT. Rothschild (2010) believes this is a 
time to strengthen resources and identify what an individual may ‘want to make’. 
Paris (2015) sees this phase as an opportunity to extract the most effective tools and 
resources from a range of therapeutic approaches to equip an individual with the 
capacity to prepare for more in depth engagement in treatment. 
 The author’s professional experiences as a supervisor, trauma therapist and 
intensively trained DBT therapist has led to the conclusion that the safety and 
stabilisation phase is often overlooked when providing services for individuals with a 
diagnosis of BPD. As identified in this research, in addition to the positions of 
Linehan (2015) and Rothschild (2010), this phase of treatment is of paramount 
importance. Without stabilisation and safety, similar to a house without strong 
foundations, cracks may quickly appear in any therapeutic approach and individuals 
are more likely to become unglued, triggered and the therapeutic relationship 
destroyed. This research identified that a service response during this phase is best 
located in a service which meets the individual’s needs to achieve stabilisation and 
safety and it matters not whether it be in the AMHS, PMHS, AMHP, PrMHS or 
NCSMHS. 
8.3.2.3. Phase 3: Integration and Processing 
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 The research did not specifically seek respondent opinion in the third phase of 
treatment nor was specific data sought to specifically identify the most effective 
treatment location during this phase. However isolated comments made in both the 
focus group discussions and online survey responses provide some insight into 
participants’ opinions about the effective location for processing and integration for 
individuals with a diagnosis of BPD. After stabilisation and safety has been achieved, 
focus group participants generally identified IMHP as the most effective service type. 
Focus group participant FG04P01 identified a “Private clinician with specific skill 
and experiences with treatment of BPD” as most effective.  Participant FG03P02 
more precisely identified that “If it was my daughter I would only want a skilled 
psychologist who specialised in borderline personality disorder”. Online survey 
respondent OS013 believes also that IMHP are most effective in this phase as “…they 
provide a safe emotional environment, respect, curiosity and they teach the client to 
put on the breaks” as did respondent OS004 who believed “…Private as this is more 
sustainable”. Online survey respondent OS040 did not share the notion that a 
particular service type was of relevance believing instead that “…the relationship with 
the client and the practitioners expertise” was of more importance in this phase of 
treatment.  
Online survey respondents identified a range of barriers in the integration and 
processing phase of treatment as impacting on IMHP capacity to be effective. Online 
survey respondent OS042 believes that “Funding more sessions…” is needed, a 
notion supported by online survey respondents OS003, OS010, OS044 and OS005 
believing an increase in funding would enhance IMHP as the most effective service 
location. Respondent OS009 further articulating that “Given the economic and health 
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impact of not treating BPD, this needs to be resolved” when referring to “…a severe 
lack of funding for the treatment of BPD…” 
The author’s professional experience as a therapist and supervisor is that not 
all individuals with a diagnosis of BPD seek treatment in this phase. All too often has 
the author seen individuals with a diagnosis of BPD coerced into this treatment phase 
too early or even told they must talk about things that are traumatic in order to 
achieve recovery. Often this occurs even when the individual that the mental health 
practitioner is seeking to support feels it not to be necessary or even argues for it not 
to occur.  When delivering professional workshops throughout Australia and 
internationally, a colleague of the author often raises a question about mental health 
practitioners insistence on processing trauma memories. The question: Why do mental 
health practitioners, who have experienced something traumatic in their life, who are 
currently satisfied with the quality of their own lives and who have not ‘processed’ all 
their own trauma memories insist on their clients processing their trauma memories? 
The author believes is just as applicable to individuals with a diagnosis of BPD as it is 
individuals with complex trauma histories. For the author, this highlights the gap 
between what mental health practitioners expect from the individuals they seek to 
support and the reality of what is safe and realistic. With that being said, the author 
also has many experiences with individuals in therapy and through supervision of 
mental health practitioners, who have supported individuals with a diagnosis of BPD 
and achieved a level of stabilisation and safety before moving onto processing painful 
trauma memories.  
The final chapter includes concludes comments and recommendations arising 
from the research.  
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CHAPTER 9  
CONCLUSIONS AND RECOMMENDATIONS 
At present, where treatment services in Australia are located for the 
therapeutic management of individuals with a diagnosis of borderline personality 
disorder (BPD) is varied per severity of symptoms, an individual’s fiscal capacity to 
access private treatment services and the policy and procedures of each service type. 
This research has identified the responsibility of the collective mental health sector to 
provide services to individuals either when in acute crisis or when needing therapeutic 
interventions to work towards functional recovery.  
Findings of the research identified the mental health sector as maintaining a 
variety of barriers that hinder effective outcomes for individuals with a diagnosis of 
borderline personality disorder. Policy, stigma, funding, limited professional 
development opportunities, inconsistent service delivery models and limited access to 
appropriate interventions have all been identified as barriers to effective interventions 
for individuals with a diagnosis of borderline personality disorder. This final chapter 
outlines nine (9) recommendations that address the research questions as a way of 
concluding the research and which will serve as a platform for further discussion and 
actions to promote effective interventions for individuals with a diagnosis of 
borderline personality disorder. Four (4) recommendations for further research will 
also be presented in this chapter. 
The following recommendations are presented under the headings of policy 
and funding; stigma; workforce development, service delivery and therapeutic 
interventions. 
9.1. Recommendations from the Research 
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The recommendations from this research as discussed in the previous chapter, 
include a range of fiscal, policy, communication and service delivery measures under 
each of the three research questions.  
The recommendations are presented below under the three topics sought 
through the research questions: Skills, Knowledge and Attributes; Effective 
Therapeutic Interventions; and Treatment Locations. 
9.1.1. Skills, Knowledge, and Attributes  
The five recommendations from the research relating to the skills, knowledge and 
attributes which aide effective therapeutic interventions when working with 
individuals diagnosed with borderline personality disorder are:  
1. Community awareness campaign of borderline personality disorder to reduce 
stigma. Online survey and focus group respondents identify stigma from the 
general community, health professionals and individuals with a diagnosis of 
BPD as being “the biggest barrier” (respondent FG03P01) to effective 
therapeutic interventions for individuals with a diagnosis of BPD.  
2. Development of collegial discussion groups for mental health professionals. 
Focus group respondents identified collegial collaboration and professional 
development as being vital to effective interventions. 
3. Improve communication between all stakeholders. Consumer and carer 
consultant respondents in the focus groups identified clear and consistent 
communication as being essential to effective interventions. 
9.1.2. Effective therapeutic interventions  
The three (3) recommendations from the research relating to effective 
therapeutic interventions when working with individuals diagnosed with borderline 
personality disorder are:  
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1. Development of distinct treatment periods to guide therapeutic interventions 
which guide effective interventions for individuals diagnosed with borderline 
personality disorder. Client centred, trauma informed and recovery based 
approaches were identified by focus group and online survey respondents as 
contributing to best outcomes for individuals with a diagnosis of BPD.  
2. Provide access to evidence based approaches for individuals diagnosed with 
borderline personality disorder. Focus group and online survey respondents 
identified limited access to evidence based approaches as being difficult for 
individuals with a diagnosis of BPD. 
3. Provide access to carer support programs to support carers of for individuals 
diagnosed with borderline personality disorder. Focus group participants 
identified the need for carers to be supported and educated in management 
strategies in support of individuals with a diagnosis of BPD. 
9.1.3. Treatment location 
The three (3) recommendations from the research relating to the service 
location of effective therapeutic interventions, when working with individuals 
diagnosed with borderline personality disorder, are:  
1. Examine the effectiveness of providing evidence-based approaches in the 
psychiatric disability rehabilitation and support services setting.  Focus group 
and online survey respondents identified psychiatric disability rehabilitation 
and support service settings as most effective for the delivery of evidence-
based approaches for individuals with a diagnosis of BPD while they are in the 
safety and containment phase of treatment. 
2. Reform private health insurance payments and Medicare payments to enable 
access to evidence based interventions through independent mental health 
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practitioners. Focus group and online survey respondents identified private 
mental health and independent practitioner settings as most effective for the 
delivery of evidence-abased approaches for individuals with a diagnosis of 
BPD while they are in the safety and containment phase of treatment. 
Respondents identified the cost of services and Medicare/health insurance 
limitations in private mental health and independent practitioner settings as 
being a barrier to accessing effective interventions.  
3. Provide continuity throughout Australia in the delivery of services in both the 
acute phase and recovery-orientated phases of treatment.  Focus group 
respondents identified “specialist clinics similar to headspace model 
embedded in each area mental health service” (respondent FG02P02) in 
response to providing a consistent model of service delivery for individuals 
with a diagnosis of BPD. 
9.1.4.  Recommendations for further research 
• Examine the utility of a National Centre of Excellence for Borderline 
Personality Disorder. 
• Development of a mental health literacy education package with a focus on 
emotion dysregulation including individuals with a diagnosis of borderline 
personality disorder. 
• Consideration of a three phase model for the management of individuals with 
a diagnosis of borderline personality disorder. 
• Examination of preventative measures for the mental health professional 
workforce to reduce trauma and burnout. 
• Examine how existing therapeutic interventions integrate a trauma informed 
approach which considers a recovery-based methodology.  
EFFECTIVE INTERVENTIONS 
 
190 
• Development of an early intervention program with a focus of emotion 
regulation.  
9.1.5. Conclusion 
 As mentioned in the preface and introductory chapter (Chapter 1), the 
motivation for conducting this research stemmed from my personal and professional 
experiences, which highlighted the conjecture of stakeholders as to, how and where 
individuals with a diagnosis of borderline personality disorder can best, be supported 
to achieve functional recovery. Whilst the research never claimed that it would 
eliminate all conjecture nor offer a definitive response to how and where individuals 
with a diagnosis of borderline personality disorder can best be supported to achieve 
functional recovery, the research addressed the objectives.  This section will firstly 
discuss the research conclusions in relation to the three research questions and then 
conclude with a summary of how the research addressed the three objectives outlined 
in the methodology chapter (Chapter 2).   
 The first research question inquires to ‘What skills, knowledge and attributes 
aide the effective delivery of therapeutic interventions when working with individuals 
diagnosed with borderline personality disorder?’ 
Focus group and online survey respondents identified the following skills, 
knowledge and attributes as aiding effective therapeutic interventions for individuals 
diagnosed with borderline personality disorder: 
• Skills: Non-judgmental stance, capacity to generate hope, flexibility, ability to 
stabilise individuals and delivery of evidence informed approaches 
• Knowledge: specific knowledge of the diagnosis of BPD, life experiences, 
effective interventions for BPD, recovery orientated approaches and trauma 
informed care.  
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• Attributes: flexibility, consistency, clarity, experience, being well trained and 
empathetic. 
 The second research question asked ‘What are the most effective therapeutic 
interventions for working with individuals diagnosed with borderline personality 
disorder?’ 
The focus group and online survey respondents identified specific therapeutic 
interventions and components of interventions that are the most effective therapeutic 
interventions for working with individuals diagnosed with borderline personality 
disorder: 
• Specific interventions identified by online survey respondents: Dialectical 
Behaviour Therapy, Mentalization Based Treatment, Mindfulness, 
Counselling and Acceptance & Commitment Therapy 
• Components of therapeutic interventions identified by focus group 
respondents included interventions that promoted: mindfulness, individualised 
approaches, crisis management, consistency, tolerating emotions, life skills, 
effectiveness in relationships and self-reflection 
 The final research question asked ‘Where are services for individuals 
diagnosed with borderline personality disorder best located?’ 
The focus group and online survey respondents collectively identified three phases of 
treatment when identifying where services for individuals diagnosed with borderline 
personality disorder are best located: 
• Phase 1: Crisis Management and Containment: Area (Public) Mental Health 
Services (AMHS) 
• Phase 2: Stabilisation and Safety: Psychiatric disability rehabilitation and 
support services (PDRSS), Area (Public) Mental Health Services (AMHS), 
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Private Mental Health Services (PMHS), and Independent Mental Health 
Practitioners (IMHP) 
• Phase 3: Therapeutic Interventions following Stabilisation: Independent 
Mental Health Practitioners (IMHP) 
 With the research questions now responded to, the conclusions of the 
researcher address whether or not the objectives of the research have been met. 
The first objective of the research was to ‘Identify factors encompassing 
effective and non-effective therapeutic interventions with regards to individuals 
diagnosed with borderline personality disorder.’  
• Online survey respondents identified dialectical behaviour therapy (DBT) as 
the most effective intervention for individuals with a diagnosis of BPD. 
• Online survey and focus group respondents identified a non-judgmental stance 
as contributing to effective interventions. 
• Online survey respondents identified psychopharmacology as the least 
effective therapeutic interventions for individuals with a diagnosis of BPD. 
The second objective of the research was to ‘Explore the stakeholder opinion 
and how this relates to the literature through participatory action and discussion.‘ 
• focus group and online survey respondent opinion was sought (see Results 
Chapter – chapter 6) and literature considered (see chapters 2, 4, 5 and 6)  
• the discussion chapter (chapter 7) explored stakeholder opinion and how it 
relates to the literature and the clinical and personal experiences of the student 
researcher 
The final objective of the research was to ‘Consider clinical practice through 
providing a basis for further investigation into the identified gaps in professional 
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knowledge in the effective therapeutic management of individuals diagnosed with 
borderline personality disorder.’ 
• Focus group respondents provided a range of identified gaps in professional 
knowledge including: community awareness to reduce stigma, the need for 
specific education programs which are more easily integrated into clinical 
practice, access to evidence based approaches and Medicare. 
• The student researcher identified six (6) recommendations for further research 
as described above. 
In sum, the research provides a platform for further investigation into effective 
interventions, development of responsible policy, enhanced procedures and the 
establishment of responsive clinical and non-clinically based services. This is a 
response that has the capacity to better meet the needs of individuals and those who 
support individuals with a diagnosis of borderline personality disorder. One would 
hope that the outcomes of this research provides a step further towards moving the 
diagnosis of borderline personality disorder from the back of policy makers minds to 
the forefront of what is needed within an effective and responsive mental health 
sector. 
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EPILOGUE 
The completion of this thesis has been a seven-year journey both 
professionally and personally. I initially set out to identify the most effective 
interventions for individuals with a diagnosis of borderline personality disorder with 
the consideration of the skills, qualities and attributes of mental health professionals 
as well as the most effective location to provide interventions. Whilst I did follow my 
PhD plan and sought the answers to my initial three questions, I did not expect that 
my clinical approach would change along with my vocation. I started this research as 
a senior clinician on a crisis assessment and treatment team and complete it as a 
trauma therapist, educator and supervisor to mental health professionals across the 
country. This PhD research has played a significant part in my transformation and 
development in ways which I could not have comprehended nor sought. 
When I commenced this thesis I believed I held a certain set of skills, qualities 
and attributes that leant me towards working with individuals and their significant 
others in times of acute crisis. What this research has provided me with is the vehicle 
to stop and think about what I do personally and professionally and why I do what I 
do. While I believe lateral thinking has been part of my tool kit previously, this 
research has enhanced my capacity to see beyond the effectiveness of interventions 
and challenge the barriers to providing effective interventions from not only a 
personal view point but that of other mental health professionals, individuals with a 
diagnosis of borderline personality disorder and those dedicated individuals who love 
and care for the individuals I am committed to supporting. I can see more clearly the 
value of a consistent treatment approaches and a clinician’s commitment to 
stabilisation during the acute phase of an individual’s illness just as much as to on-
going treatment. I see the importance of stabilising individuals in a manner that 
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equips each individual with his or her unique capacity to regulate emotions and 
modulate distress independently as my primary focus. To achieve this, my focus is 
now even more on integrating my clients’ resources into their every day lives in a way 
that is unique to their capabilities. I can see the need to promote both stabilisation and 
safety before progressing at the pace most suited to each individual I support.  
Where to from here? As mentioned in the acknowledgments of this thesis, I 
am humbled to have been surrounded by generous individuals such as my dear family 
member mentioned in the Prelude to this thesis, Babette Rothschilde, Marsha 
Linehan’s team, Associate Professor Jennifer Martin and Professor Charlotte 
Williams my thesis supervisors, and my first clinical supervisor Professor Pat 
McGory, all of who continue to shape my clinical practice and philosophies. The 
experience of completing this thesis has enhanced my capacity to be more in the 
present moment and reinvigorated me in a way that I can only describe as 
enlightening. At the conclusion of this thesis I embark on a national tour with Babette 
developing Australian mental health professionals in safe trauma therapy approaches. 
I look forward to continually developing both personally and professionally. My 
passion for developing and supporting mental health professionals remains strong, as 
is my on-going commitment to human rights, social justice, collective responsibility 
and a strong respect for diversity.  
While the conclusions and recommendations of the previous chapter may 
conclude my PhD research, I am now more determined than ever to work with and 
motivate my colleagues in social work, mental health nursing and psychiatry to 
support individuals with extreme emotion regulation difficulties! I look forward to 
challenging the stigma, judgments, bias and inequities that remain within the sector I 
choose to work. I am grateful for the opportunity to have completed this research and 
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hope the conclusions and recommendations offer a launch pad for others to improve 
outcomes for individuals with a diagnosis of borderline personality disorder and those 
who love and care for them.  
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INVITATION TO PARTICIPATE IN A RESEARCH PROJECT 
STAKEHOLDER ADVISORY GROUP (SAG) 
 
PARTICIPANT INFORMATION  
Project Title:  Effective therapeutic interventions for working with individuals 
diagnosed with borderline personality disorder. 
Investigators:  
Supervisor: Dr. Jenny Martin PhD, MSW, BSW, BA 
Position: Associate Professor, Social Work  
School: Global Urban and Social Studies   
  
 
Student Investigator: Peter King PhD (Candidate), GradDipComPsyNurs, 
BN 
Course: Doctorate of Philosophy    
School: Global Urban and Social Studies  
  
 
Secondary Supervisor: Dr. Guy Johnson PhD, MA, BA(Hons), BBus 
Position: Senior Research Fellow   
School: Global Urban and Social Studies   
  
 
Dear …………., 
You are invited to participate in a research project being conducted by RMIT 
University.  
Please read this sheet carefully and be confident that you understand its contents 
before deciding whether or not to participate. If you have any questions about the 
project, please ask one of the investigators.  
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The research is being conducted by RMIT student Peter King as part of a 
Doctorate of Philosophy. Dr. Jenny Martin is supervisor for this project. Dr. Guy 
Johnson will provide support as secondary supervisor and advisor to this project. 
The project has been approved by the RMIT Human Research Ethics Committee. 
The proposed research seeks stakeholders’ opinions to identify the location, mode 
of therapeutic intervention and the type of clinician most effective in meeting the 
treatment needs of individuals diagnosed with Borderline Personality Disorder 
(BPD). It is anticipated that the research will offer a platform to inform further 
research to work towards evidence based approaches for the therapeutic 
management of BPD. 
The research adopts a three-phase approach identifying the location, mode of 
therapeutic intervention and type of clinician effective in meeting the treatment 
needs of individuals with BPD. The first phase will be the establishment of a 
stakeholder advisory group comprising 6 to 12 participants. The second phase 
involves running focus groups comprising 32 to 40 mental health professionals and 
8 to 10 consumer consultants. The third phase invites 100 mental health 
professionals to complete an online survey. The proposed research sequencing is 
consistent with the recommendations of the WHO (2009) by using a stakeholder 
advisory group to inform overall research process and by using focus groups to 
generate themes that inform a broader audience through the generation and 
execution of a questionnaire.  
Your role as potential Stakeholder Advisory Group (SAG) 
You have been approached to participate in this study as a stakeholder in the 
delivery of clinical services for individuals with Borderline Personality Disorder 
(BPD). You have been identified as a potential stakeholder advisory group (SAG) 
participant by Peter King (student researcher) in consultation with the other 
researchers. The researchers have used a Key Indicators Approach to identify 
potential SAG members. The panel will consist of high profile leaders in the 
mental health and community services sectors including mental health 
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professionals such as general practitioners (GPs), mental health nurses, 
occupational therapists, psychiatrists, psychologists, psychotherapists or 
social workers who provide psychological treatment for BPD; consumer 
consultants employed by public mental health services to represent 
consumers with BPD; carer consultants employed in a role supporting carers 
of individuals with BPD; academics; policy makers; and mental health service 
managers of BPD programs. Using this approach as a framework for 
recruitment of participants the researchers sought to avoid possible bias when 
contacting potential participants. This process has started through known 
networks of the researchers and through this process you have been identified as a 
stakeholder for the treatment of individuals with Borderline Personality Disorder. 
The stakeholder advisory group (SAG) will consist of six to twelve participants 
who will meet at three key periods of the research.  
1. SAG will meet to discuss explore themes for focus groups to be facilitated by 
the student researcher (1st July, 2013) 
2. SAG will meet to provide insights for formulation of online survey based on 
themes generated from focus groups (3rd September, 2013) 
3. SAG will meet to explore the findings of an online survey of mental health 
professionals providing services to individuals with Borderline Personality 
Disorder (28th November, 2013) 
Research Questions 
●  What skills, knowledge and attributes aide effectively delivery of 
therapeutic interventions when working with individuals diagnosed with 
borderline personality disorder? 
●  What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder? 
●  Where are services for people with borderline personality disorder best 
located? 
EFFECTIVE INTERVENTIONS 
 
227 
It is not anticipated that there will be a risk or disadvantage as a result of your 
participation outside your usual day-to-day activities within your current 
employment as a mental health professional, consumer consultant, researcher or 
service manager.  
If you are concerned about your responses to any of the focus group questions or if 
you find participation in the project distressing, you can immediately alert Peter 
King (Student Researcher) who will discuss your concerns with you confidentially 
and suggest appropriate follow-up if required. Peter King is an experienced mental 
health nurse, educator and manager within the mental health system. He is 
currently employed on a part-time basis as senior clinician on a Crisis Assessment 
and Treatment Team (CATT). Peter has held roles in the mental health services 
since 1994. He also trains and consults to mental health professionals treating 
individuals with Borderline Personality Disorder. 
Associate Professor Jenny Martin. Associate Professor Martin is also available to 
address any concerns of participants. Associate Professor Martin’s contact details 
are at the top of this information document. 
There are no individual benefits associated with participation in this study. The 
overall benefit will be to contribute to the research in identifying the location, 
mode of therapeutic intervention and type of clinician most effective in meeting 
the treatment needs of individuals with BPD. 
What will happen to the information I provide?  
·  All data will be stored on RMIT University password protected servers. 
Recorded data, once uploaded to the servers will be deleted from recording 
devices. Written materials will be stored in a locked filing cabinet in the 
researcher’s office. Any details for contacting and maintaining relationships 
with research participants will be stored in a separate location and coded to 
ensure ongoing protection of each participant’s privacy.  Reports will not 
include identifiable details and will be mindful to not identify participants 
by name or association ensuring each participant’s anonymity. 
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· Users should be aware that the World Wide Web is an insecure public 
network that gives rise to the potential risk that a user’s transactions are 
being viewed, intercepted or modified by third parties or that data which 
the user downloads may contain computer viruses or other defects. 
· This project will use an external site to create, collect and analyse data 
collected in a survey format. The site we are using is Qualtrics. If you agree 
to participate in this survey, the responses you provide to the survey will 
be stored on a host server that is used by Qualtrics. No personal 
information will be collected in the survey so no personal information will 
be stored as data. Once we have completed our data collection and analysis, 
we will import the data we collect to the RMIT server where it will be 
stored securely for five (5) years. The data on the Qualtrics host server will 
then be deleted and expunged. 
· Any information that you provide can be disclosed only if it is to protect 
you or others from harm, if a court order is produced, or if you provide the 
researchers with written permission.  
· The findings of this research will be disseminated in the following manner: 
o A one-page summary reporting findings in plain language, will be 
made available to all participants of this study and other key 
stakeholders. 
o Thesis submission in 2014 
o Submissions in academic journals 
o Submissions of abstracts to conferences to present findings 
· The research data will be kept securely at RMIT for 5 years after 
publication, before being destroyed.  
 
What are my rights as a participant?  
· The right to withdraw from participation at any time 
· The right to request that any recording cease  
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· The right to have any unprocessed data withdrawn and destroyed, 
provided it can be reliably identified, and provided that so doing does not 
increase the risk for the participant.  
· The right to have any questions answered at any time.  
Thank you for your consideration of the research Effective therapeutic 
interventions for working with individuals diagnosed with borderline personality 
disorder.  
Should you seek to clarify any information contained in this invitation to 
participate in the before mentioned research, please do not hesitate in contacting 
Peter King (student researcher). 
Yours sincerely 
 
 
 
Dr. Jenny Martin Mr. Peter King   Dr. Guy Johnson 
PhD, MSW, BSW, BA PhD (Candidate), GradDipComPsyNurs, BN PhD, MA, BA(Hons), BBus 
 
 
If you have any complaints about your participation in this project  please see the complaints 
procedure on the Complaints with respect to participation in research at RMIT page 
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INVITATION TO PARTICIPATE IN A RESEARCH PROJECT - FOCUS GROUPS 
 
PARTICIPANT INFORMATION  
Project Title:  Effective therapeutic interventions for working with individuals 
diagnosed with borderline personality disorder. 
Investigators:  
Supervisor: Dr. Jenny Martin PhD, MSW, BSW, BA 
Position: Associate Professor, Social Work  
School: Global Urban and Social Studies   
  
 
Student Investigator: Peter King PhD (Candidate), GradDipComPsyNurs, 
BN 
Course: Doctorate of Philosophy    
School: Global Urban and Social Studies  
 
 
Secondary Supervisor: Dr. Guy Johnson PhD, MA, BA(Hons), BBus 
Position: Senior Research Fellow   
School: Global Urban and Social Studies   
 
 
Dear …………., 
You are invited to participate in a research project being conducted by RMIT 
University.  
Please read this sheet carefully and be confident that you understand its contents 
before deciding whether to participate. If you have any questions about the 
project, please ask one of the investigators.  
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This research is being conducted by RMIT student Peter King as part of a 
Doctorate of Philosophy. Dr. Jenny Martin is supervisor for this project. Dr. Guy 
Johnson will provide support as secondary supervisor and advisor to this project. 
This project has been approved by the RMIT Human Research Ethics Committee. 
You have been approached to participate in this study as a stakeholder in the 
delivery of clinical services for individuals with Borderline Personality Disorder 
(BPD). You have been identified as a potential focus group participant by Peter 
King (student researcher) in consultation with the other researchers. The 
researchers have adopted a respondent driven approach as a framework for 
recruitment of participants. The researchers sought to avoid possible bias when 
contacting potential participants. This process commenced through networks 
known to the researchers and through this process you have been identified as a 
stakeholder for the treatment of individuals with Borderline Personality Disorder. 
Focus groups will consist of six to eight participants enabling each participant 
sufficient time to contribute. Participation in a focus group will be a once-off 
event, will consist of a guided discussion by Peter King and will last between 60 
and 90 minutes. Themes for discussion in the focus group will be generated 
from the literature, the experiences of the researchers and consensus of the 
stakeholder advisory group.  
Overall the proposed research seeks stakeholders’ opinions to identify the location, 
mode of therapeutic intervention and the type of clinician most effective in 
meeting the treatment needs of individuals diagnosed with Borderline Personality 
Disorder (BPD). It is anticipated that this research will offer a platform to inform 
further research to work towards evidenced based approaches for the therapeutic 
management of BPD. 
This research adopts a three-phase approach identifying the location, mode of 
therapeutic intervention and type of clinician effective in meeting the treatment 
needs of individuals with BPD. The first phase will be the establishment of a 
EFFECTIVE INTERVENTIONS 
 
233 
stakeholder advisory group (6-12 participants). The second phase will be the 
running of focus groups (32-40 mental health professionals and 8-10 consumer 
consultants). The third phase invites mental health professionals to complete an 
online survey (100 mental health professionals). The proposed research 
sequencing is consistent with the recommendations of the WHO (2009) by 
utilising a stakeholder advisory group to inform overall research process and 
utilisation of focus groups to generate themes that inform a broader audience 
through responses to a questionnaire.  
 
Research Questions 
●  What skills, knowledge and attributes aide effective delivery of therapeutic 
interventions when working with individuals diagnosed with borderline 
personality disorder? 
●  What are the most effective therapeutic interventions for working with 
individuals diagnosed with borderline personality disorder? 
●  Where are services for individuals with borderline personality disorder best 
located? 
 
It is not anticipated that there will be a risk or disadvantage to your participation 
in this study outside of your usual day-to-day activities within your current 
employment as a mental health professional, consumer consultant, researcher or 
service manager.  
If you are concerned about your responses to any of the focus group questions or if 
you you’re your participation in the project distressing, you can immediately alert 
Peter King (Student Researcher) who will discuss your concerns with you 
confidentially and suggest appropriate follow-up if required. Peter King is an 
experienced mental health nurse, educator and manager within the mental health 
system. He is currently employed on a part-time basis as senior clinician on a 
Crisis Assessment and Treatment Team (CATT). Peter has held roles in the mental 
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health services since 1994. He also trains and consults to mental health 
professionals treating individuals with Borderline Personality Disorder. 
Associate Professor Jenny Martin. Associate Professor Martin is also available to 
address any concerns of participants. Associate Professor Martin’s contact details 
are at the top of this information document. 
There are no individual benefits associated with participation in this study. The 
overall benefit will be to contribute to the research in identifying the location, 
mode of therapeutic intervention and type of clinician most effective in meeting 
the treatment needs of individuals with BPD. 
What will happen to the information I provide?  
·  All data will be stored on RMIT University password protected servers. 
Recorded data, once uploaded to the servers, will be deleted from recording 
devices. Written materials will be stored in a locked filing cabinet in the 
researcher’s office. Any details for contacting and maintaining relationships 
with research participants will be stored in a separate location and coded to 
ensure ongoing protection of each participant’s privacy.  Reports will not 
include identifiable details and will be mindful to not identify participants 
by name or association to ensure participants’ anonymity. 
· Users should be aware that the World Wide Web is an insecure public 
network that gives rise to the potential risk that a user’s transactions are 
being viewed, intercepted or modified by third parties or that data which 
the user downloads may contain computer viruses or other defects. 
· This project will use an external site to create, collect and analyse data 
collected in a survey format. The site we are using is Qualtrics. If you agree 
to participate in this survey, the responses you provide to the survey will 
be stored on a host server that is used by Qualtrics. No personal 
information will be collected in the survey so no personal information will 
be stored as data. Once we have completed our data collection and analysis, 
we will import the data we collect to the RMIT server where it will be 
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stored securely for five (5) years. The data on the Qualtrics host server will 
then be deleted and expunged. 
· Any information that you provide can be disclosed only if (1) it is to 
protect you or others from harm, (2) a court order is produced, or (3) you 
provide the researchers with written permission.  
· The findings of this research will be disseminated in the following manner 
o A one page summary reporting findings, including in plain 
language, will be made available to all participants of this study and 
other key stakeholders. 
o Thesis submission in 2014 
o Submissions in academic journals 
o Submissions of abstracts to conferences to present findings 
· The research data will be kept securely at RMIT for 5 years after 
publication, before being destroyed.  
 
What are my rights as a participant?  
· The right to withdraw from participation at any time 
· The right to request that any recording cease  
· The right to have any unprocessed data withdrawn and destroyed, 
provided it can be reliably identified, and provided that so doing does not 
increase the risk for the participant.  
· The right to have any questions answered at any time.  
Thank you for your consideration of our research Effective therapeutic 
interventions for working with individuals diagnosed with borderline personality 
disorder.  
Should you seek to clarify any information contained in this invitation to 
participate in the before mentioned research, please do not hesitate in contacting 
Peter King (student researcher). 
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Yours sincerely 
 
 
 
Dr. Jenny Martin Mr. Peter King   Dr. Guy Johnson 
PhD, MSW, BSW, BA PhD (Candidate), GradDipComPsyNurs, BN PhD, MA, BA(Hons), BBus 
 
 
 
 
 
  
 
If you have any complaints about your participation in this project please see the complaints 
procedure on the Complaints with respect to participation in research at RMIT page 
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FOCUS GROUP THEMES 
 
Background of focus group participant’s clients 
• age range 
• gender 
• socio economic status 
• residential status (supported accommodation, private rental, home ownership, 
inpatient unit, living with family...) 
 
Services for treating individuals with a diagnosis of BPD 
• What services are you aware of? 
• Which are the most effective services? 
• What modality is the service using? 
 
Are the current mental health services in Victoria adequately treating individuals with 
Borderline Personality Disorder? 
• What are the gaps and deficiencies? 
• How can gaps and deficiencies be addressed? 
• Which additional resources would improve treatment outcomes? 
 
Skills and attributes of clinicians treating individuals with a diagnosis of BPD 
What clinical skills do clinicians need to possess to effectively treat individuals with 
BPD? 
• Personal attributes? 
• Personal experience? 
• Professional experience? 
• Training requirements? 
 
Treatment for individuals with BPD 
Which elements of treatments do you know effectively manage individuals with 
BPD? 
• Most effective elements? 
• Most effective time to commence treatment? 
• When are treatments ineffective? 
 
  
EFFECTIVE INTERVENTIONS 
 
239 
APPENDIX E: INVITATION TO PARTICIPATE IN THE ONLINE SURVEY 
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GPO Box 2476   
VIC  3001.  
Tel: (03) 9925 3131 
 
INVITATION TO PARTICIPATE IN A RESEARCH PROJECT 
 
ONLINE SURVEY GROUP  
 
PARTICIPANT INFORMATION  
 
Project Title: Effective therapeutic interventions for working with individuals 
diagnosed with borderline personality disorder. 
 
Investigators:  
 
Primary Supervisor and Lead Investigator: Associate Professor Jenny Martin PhD, 
MSW, BSW, BA 
Position: Associate Professor, Social Work School: Global Urban and Social Studies  
 
Student Investigator: Peter King PhD (Candidate), GradDipComPsyNurs, BN 
Course: Doctorate of Philosophy School: Global Urban and Social Studies  
 
Secondary Supervisor: Dr. Guy Johnson PhD, MA, BA(Hons), BBus 
Position: Senior Research Fellow School: Global Urban and Social Studies  
 
Dear Online Survey Group participant, 
 
You are invited to participate in a research project being conducted by RMIT 
University.  
 
Please read this sheet carefully and be confident that you understand its contents 
before deciding whether or not to participate. If you have any questions about the 
project please contact the lead investigator Associate Professor Jenny Martin. The 
research is being conducted by RMIT student Peter King as part of a Doctorate of 
Philosophy. Dr. Jenny Martin is the primary supervisor for this project and Dr. Guy 
Johnson is the second supervisor. The project has been approved by the RMIT Human 
Research Ethics Committee. 
 
The proposed research seeks to identify the location, mode of therapeutic intervention 
and the type of clinician most effective in meeting the treatment needs of individuals 
diagnosed with Borderline Personality Disorder (BPD). It is anticipated that the 
research will offer a platform to inform further research to work towards evidence 
based approaches for the therapeutic management of BPD. 
 
The research adopts a three-phase approach identifying the location, mode of 
therapeutic intervention and type of clinician effective in meeting the treatment needs 
of individuals with BPD. The first phase involved the establishment of a stakeholder 
advisory group. The second phase involved running focus groups comprising of 
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mental health professionals and consumer consultants. You are invited to participate 
in the third and final stage of this project to complete an online survey.  
 
Your role as a potential online survey participant 
 
You have been recommended by a participant in an earlier stage of this project as a 
mental health professional with expertise in working with individuals diagnosed with 
BPD with recent practice experience in the past three years. A request has been sent 
to your manager for permission for administrative staff at your agency to send this 
invitation to you to participate in an online survey.  
 
It is anticipated that the survey will take between 10 and 15 minutes to complete. The 
survey can only be completed once and your information will remain confidential in 
accordance with RMIT University’s Human Research and Ethics Committee 
guidelines.  
 
The survey question arte focused on: 
 
● What skills, knowledge and attributes aide effective delivery of therapeutic 
interventions when working with individuals diagnosed with borderline personality 
disorder? 
 
● What are the most effective therapeutic interventions for working with individuals 
diagnosed with borderline personality disorder? 
 
● Where are services for people with borderline personality disorder best located? 
 
It is not anticipated that there will be a risk or disadvantage as a result of your 
participation outside your usual day-to-day activities within your current employment 
as a mental health professional.  
 
If you are concerned about your involvement in the online survey you can 
immediately alert  
Associate Professor Jenny Martin who will discuss your concerns with you 
confidentially and suggest appropriate follow-up if required. Associate Professor 
Martin’s contact details are at the top of this information document. 
 
There are no individual benefits associated with participation in this study. The 
overall benefit will be to contribute to the research in identifying the location, mode 
of therapeutic intervention and type of clinician most effective in meeting the 
treatment needs of individuals with BPD. 
 
What will happen to the information I provide?  
 
This project will use an external site to create, collect and analyse data collected in a 
survey format. The site we are using is Qualtrics. If you agree to participate in this 
survey, the responses you provide to the survey will be stored on a host server that is 
used by Qualtrics. No personal information will be collected in the survey so no 
personal information will be stored as data. Once we have completed our data 
collection and analysis, we will import the data we collect to the RMIT server where 
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it will be stored securely for five (5) years. The data on the Qualtrics host server will 
then be deleted and expunged. 
 
All data will be stored on RMIT University password protected servers. Reports will 
not include identifiable details as these have not been collected in the online survey. 
 
Participants should be aware that the World Wide Web is an insecure public network 
that gives rise to the potential risk that a user’s transactions are being viewed, 
intercepted or modified by third parties or that data which the user downloads may 
contain computer viruses or other defects. 
 
The findings of this research will be disseminated in the following manner: 
 
o A one-page summary reporting findings in plain language, will be made available to 
all  
 
participants of this study and other key stakeholders. 
 
o Thesis submission in 2015 
 
o Submissions in academic journals 
 
o Submissions of abstracts to conferences to present findings 
 
· The research data will be kept securely at RMIT for 5 years after publication, before 
being destroyed.  
 
What are my rights as a participant?  
 
As an online survey participant you have the right to withdraw from participation at 
any time prior to submitting the completed survey. 
 
The right to have any questions answered at any time.  
 
Thank you for your consideration of the research Effective therapeutic interventions 
for working with individuals diagnosed with borderline personality disorder.  
 
Should you seek to clarify any information contained in this invitation to participate 
in the before mentioned research, please do not hesitate in contacting Associate 
Professor Jenny Martin. 
 
Yours sincerely, 
 
Dr. Jenny Martin  
 
If you have any concerns about your participation in this project - Project number:  
09/13 - which you do not wish to discuss with the researchers, then you can contact 
the Ethics Officer, Research Integrity, Governance and Systems, RMIT University,  
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APPENDIX G: COMPLETION SEMINAR HANDOUTS & FINDINGS 
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APPENDIX F: COMPLETION SEMINAR HANDOUTS & FINDINGS 
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